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Employee engagement is a topic that has been widely studied over the course of 
the past 30 years. Its potential value to healthcare organizations has only begun to be 
recognized within the most recent decade. Numerous studies have been conducted which 
have demonstrated that increased employee engagement contributes to improved patient 
outcomes, including decreased mortality and hospital-acquired conditions as well as 
increased patient experience scores. Despite the plethora of literature available 
documenting the drivers of, barriers to, and outcomes associated with employee 
engagement, hospitals have struggled to gain traction in increasing their scores. Many 
experts in employee engagement have posited that this could be due to a lack of 
consistent conceptualization of the phenomenon.  
This qualitative descriptive study was conducted to understand the perceived 
attitudes and behaviors of the nurses who are engaged in their work from the perspective 
of both their peers and leaders. Sixteen total participants were interviewed utilizing a 
semi-structured interview guide with questions that were derived from Arnold Bakker’s 
  
evidence-based model of work engagement. Content analysis was utilized to identify 
themes and subthemes from each of the participant groups’ responses to each of the 
questions. There were minimal differences in the responses of the direct-care RNs as 
compared to the nurse leaders regarding their perceptions of the engaged nurse. Resulting 
themes were then synthesized and four overarching themes identified. Overarching 
themes were personal style, extra-role behavior, commitment to the patient, and 
leadership.  
Participant responses supported Bakker’s model, but highlighted the engaged 
nurse’s personality as a significant and widely overlooked contributor to engagement. 
Recognizing the personal attributes inherent in the engaged nurse hospitals may lead to a 
better understanding of thee traits important to the recruitment of nurses who are more 
likely to be engaged in their work. Effective recruitment and retention of a highly 
engaged workforce will allow organizations to benefit from the extra-role work often 
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I – INTRODUCTION 
 
 
Nurse Jane loves her job. When people ask her where she works, she proudly tells 
everyone that she is a registered nurse at Grace Memorial Hospital. Jane feels like she 
makes a difference every day with the work that she does, not only for her patients, but 
also for her hospital. Although she still works at the bedside providing direct care to 
patients, Jane is also a member of her unit’s shared governance committee and the 
hospital’s Quality Improvement (QI) Committee. The extra committee work means that 
Jane rarely has any downtime on her shifts, and once a month she even comes in for a 
few hours on her day off to attend meetings. Despite this, Jane rarely feels exhausted or 
burned out because she knows that the extra work that she does helps her colleagues and 
her hospital to provide better care of their patients and, in return, avoid financial 
penalties. Jane shares concerns from her unit’s shared governance committee with the QI 
committee and vice versa. Because of this, Jane is now well known to her colleagues and 
respected by many. Her extra-role work has inspired some of her colleagues to join other 
committees and, as a result, her unit is often the “pilot unit” for new performance 
improvement initiatives. In the past two years, her unit has been able to decrease falls 
and improve hand hygiene compliance and patient experience scores regarding nurse 
communication. Jane is an engaged nurse. (Adapted from Bakker & Leiter, 2010, p. 1) 
Healthcare is changing the way it does business. Recent changes in the 
reimbursement structure for acute care hospitals have shifted payments away from being 
volume-based and have moved payment toward becoming value-based (Centers for 





spent decades trying to keep volumes up are now trying to figure out how to do more 
with less. 
The importance of nursing’s contribution in meeting the outcomes of value-based 
goals has been highlighted as healthcare organizations struggle to reduce costs and 
improve quality (Institute of Medicine [IOM], 2016). Fasoli (2010) referred to nurses as 
the “keepers” of the hospital, pointing out that they have “24/7 responsibility for the 
structures, processes, and outcomes of care delivery” (p. 22). To benefit fully from the 
potential impact of the largest workforce sector in healthcare, organizations need to 
ensure that their registered nurses (RNs) are dedicated to supporting their missions.  
Employee engagement is a concept that has been broadly studied in business and 
psychology for decades (Bakker & Leiter, 2010; Bakker & Schaufeli, 2008; Bakker, 
Schaufeli, Leiter, & Taris, 2008; Gallup, 2017b; Gray, 2012; Kahn, 1990; Kerfoot, 2007; 
Rafferty & Clark, 2009; Schaufeli & Bakker, 2004). Its application has only begun to 
expand robustly into healthcare within the past decade. A review of the literature 
regarding the engagement of nurses in their work determined a need for a consistent 
definition and a standardized method to measure not only engagement, but also its impact 
on the outcomes of healthcare organizations (Simpson, 2009). An abundance of literature 
has demonstrated the organizational benefit of engaged nurses (Carter & Touangeau, 
2012; Dearmon et al., 2013; Dempsey, Reilley, & Buhlman, 2014; Harter, Schmidt, & 
Hayes, 2002; McCaughey, McGhan, Walsh, Rathert, & Belue, 2014). Despite this, the 
RN workforce continues to be the least engaged of the clinical healthcare professions 





The aim of this study was to explore the perceived attitudes and behaviors of the 
engaged RN from the perspective of both the bedside RN and the RN leaders. A 
qualitative descriptive methodology was used to understand if there are commonalities or 
differences in the themes that emerged from the two groups.  
Understanding Engagement 
Given the variety of definitions of employee engagement, both within nursing 
literature as well as in other non-healthcare related fields, the profession has experienced 
difficulties leveraging the benefits of the concept (Bakker & Leiter, 2010; Bakker et al., 
2008; Dempsey & Reilly, 2016; Gallup, 2017b; Rafferty & Clark, 2009; Simpson, 2009). 
The Nursing Executive Center (2014) defined engaged employees as individuals who are 
inspired to “do their best work, feel personally motivated to help their larger organization 
success, and are willing to exceed the expected level of effort” (p. 12). In contrast, Gray 
(2012) defined engagement as an emotional state experienced by the employee in 
response to their perception of the organization’s value of its contributions. As often 
occurs when applying an existing concept to a new venue or new population, there are 
challenges with operationalizing it.  
It is not uncommon as a nurse executive to sit in leadership meetings each day 
and hear the term engagement used referring to nursing staff at all levels of the 
organization. “Nurse X is so engaged” or “Nurse Manager Y does such a great job getting 
her staff engaged” are statements that can be heard almost every day. Perhaps equally as 
often, the opposite is heard: “We really need to get the frontline staff to be more 





quantitative measurements of nursing engagement have shown that operationalization of 
the concept has not yet been consistently successful for the profession at large (Dempsey 
et al., 2014; Dempsey & Reilly, 2016; Koppel, Virkstis, Strumwasser, Katz, & Boston-
Fleischhauer, 2015; Nursing Executive Center, 2014; Rivera, Fitzpatrick, & Boyle, 
2011). 
Background Literature on Engagement 
The term employee engagement began appearing in the literature in the 1990s 
(Maslach & Leiter, 2008). Most existing definitions of engagement are drawn from fields 
outside of healthcare such as business and psychology. Engagement was originally 
conceptualized as the opposite of burnout during a period when the focus of 
organizational psychology shifted from the negative aspects of an employee’s abilities  
to the positive (de Lange, De Witte, & Notelaers, 2008).  
Several survey instruments have been created and adapted over the past 3 decades 
to measure employee engagement. The two most well-known and frequently used 
instruments are the Utrecht Work Engagement Scale (UWES) and the Gallup Q12 
Employee Engagement Survey (Bakker & Leiter, 2010). Although these instruments may 
be applied to employees in healthcare, the Advisory Board’s Employee Engagement 
Survey was created specifically to measure the engagement of healthcare clinicians. 
Since its creation, over 300,000 respondents have been surveyed (Nursing Executive 
Center, 2014). 
There is an abundance of literature regarding the antecedents of employee 
engagement both within and outside of healthcare. Studies in non-healthcare-related 





workers, teachers, and police officers. The most commonly identified drivers of RN 
engagement include psychological empowerment, the practice environment, availability 
of job resources, and personal resources (Bakker et al., 2008; Wang & Liu, 2015).  
Similarly, a wealth of literature has described organizational outcomes associated 
with employee engagement. Studies conducted outside of healthcare have demonstrated 
that engaged employees experience less burnout, report better health, incur fewer 
occupational injuries, and contribute to better business outcomes for their organizations 
(Bakker et al., 2008; Harter et al., 2002; McCaughey et al., 2014). Although much of the 
research was conducted in various business organizations, some more recent studies have 
been aimed at identifying the outcomes of employee engagement specific to RNs. 
Outcomes of interest include those that impact not only the organization, but also the RN 
and the patient. Examples of positive outcomes that have been identified within the 
literature include higher employee satisfaction, reduced employee turnover, improved 
quality of patient care, and increased patient satisfaction (Bacon & Mark, 2009; Van 
Bogaert, Woulters, Willems, Mondelaers, & Clarke, 2013).  
Despite the vast amount of quantitative literature, there are few qualitative studies 
on the topic of employee engagement, and even fewer within the context of nursing 
(Bjarnadottir, 2011; Bogaert, Clarke, Willems, & Mondelaers, 2013; Brunetto et al., 
2013; Collini, Guidroz, & Perez, 2015; Fiabane, Giorgi, Sguazzin, & Argentero, 2013; 
Gray, 2012; Othman & Nasurdin, 2013). To date, no studies have been identified that 






Significance of the Study 
As healthcare continues to transition away from volume-based care towards a 
more value and quality-centric model, attention to population and preventative health has 
increased (CMS, 2015; U.S. Department of Health and Human Services, 2016). In a 
special nursing report, Press Ganey (2015) emphasized the importance of effective 
nursing practice to the delivery of quality patient care. Recent literature has shown that 
engaged RNs provide better patient care, therefore generating better patient outcomes 
(Bacon & Mark, 2009; Bargagliotti, 2011; Mahiro, Takashi, & Satoko, 2014; Mason et 
al., 2014; Rathert, Ishqaidef, & May, 2009; Van Bogaert et al., 2013). The challenges and 
issues facing today’s healthcare professionals cannot be solved by the ways of the past. 
Hospital executives can no longer increase revenue through the implementation of new 
service lines or improve hospital metrics by mandating a simple practice change. 
“Engagement of the staff closest to the patient must identify issues and present solutions 
in order for the changes to be effective” (Dearmon et al., 2013, p. 668). 
The U.S. government demonstrated its commitment to healthcare quality through 
the creation of the Affordable Care Act (ACA). The U.S. Department of Health & 
Human Services (2016) implemented the ACA with the intent of addressing multiple 
problems that were currently affecting the U.S. healthcare system. A primary goal of  
the ACA was to decrease healthcare spending through (a) increasing coverage, (b) 
emphasizing preventative care, and (c) improving healthcare quality. Additionally, the 
CMS now holds a portion of every hospital’s reimbursement monies, to be paid following 
review and findings of quality performance in selected metrics. Metrics are defined by 





reduction, and person and community engagement (CMS, 2017). Hospital performance, 
compared to predetermined benchmarks or thresholds, creates an incentive to receive 
reimbursement reward monies; however, these quality metrics often undergo changes 
each year (Dempsey et al., 2014). The goal of withholding financial reimbursement was 
to improve the quality of patient care by promoting more proactive, efficient, and safer 
healthcare practices. 
In the quest to improve the quality of care and increase financial reimbursement, 
hospital leaders began turning to top-performing and high-reliability organizations for 
guidance. This required looking for ideas in industries outside of healthcare, such as 
manufacturing, transportation, and business. This venture led healthcare to look at 
employee engagement as a possible contributing factor to quality of care (Bargagliotti, 
2011; Blizzard, 2005; Dempsey & Reilly, 2016; Gallup, 2017b; Harter et al., 2002; Van 
Bogaert et al., 2013). However, given that only 32.6% of RNs surveyed are engaged, 
research is required to understand the perceptions of nurse leaders as well as staff nurses 
about the phenomenon of employee engagement before interventions can be developed to 
promote higher levels of engaged employees (Nursing Executive Center, 2014). 
Relevance to Nursing 
RNs comprise the largest percentage of direct care healthcare workers; 
consequently, it is concerning that RNs are the least engaged (IOM, 2016; Nursing 
Executive Center, 2014). The seminal IOM (2010) report The Future of Nursing: Leading 
Change, Advancing Health highlighted the impact of the ACA on nursing. With 32 





were expected to answer the call to care. This call to care was not only to care for the 
current aging population who presented with increasingly complex health issues, but also 
to provide care for them in a safer, more efficient, and patient-centered manner during a 
time where RNs are in short supply.  
Although the current nursing shortage is not the worst the country has ever 
experienced, it is expected to worsen. The American Association of Colleges of Nursing 
(AACN, 2014) is predicting a demand of 1.05 million RNs in the U.S. workforce by the 
year 2022. A substantial amount of literature has demonstrated the negative impact that 
nursing shortages have on patient outcomes as well as job satisfaction. Nurses at all 
levels feel the pressure to do more with less. “Thus employees are needed who feel 
energetic and dedicated, and who are absorbed by their work. In other words, 
organizations need engaged workers” (Bakker & Schaufeli, 2008, p. 147).  
Mandatory and publicly reported metrics evaluating the quality of care and patient 
outcomes have increased for all healthcare organizations, but specifically for acute care 
hospitals. As RNs make up the largest proportion of healthcare workers in hospitals, 
much of the responsibility to increase quality of care falls to the nursing profession (IOM, 
2016). The Nursing Executive Center (2014) called out the importance of nursing’s role 
in this transition, stating that hospital leaders will need to “rely disproportionately”  
(p. 13) on the skills of their nursing staff to be successful in the new payment structures. 
Evidence has emerged showing that engaged nurses provide better care, therefore 
generating better patient outcomes such as decreased length of stay, less hospital-
acquired conditions, and fewer readmissions to the hospital (Dempsey & Reilly, 2016). 





profound impact on the patients’ experience, which can account for up to 30% of 
incentive reimbursements in the current value-based model. This makes understanding 
engagement a key area of focus for hospital administration.  
Purpose of the Study 
Prior to continuing efforts to increase employee engagement among RNs at the 
bedside, the nursing profession must better understand what it means for both the direct-
care staff and nursing leadership to be engaged. The purpose of this study was to use a 
qualitative descriptive methodology to explore the attitudes and behaviors of the engaged 
direct care RN from the perspective of staff nurses and their nurse leaders. 
Currently, there are several definitions of employee engagement, and these 
definitions are inconsistently applied to the nursing profession with little clarity of the 
expectations of the RNs who are labeled as being engaged or disengaged (Fasoli, 2010; 
Maslach & Leiter, 1997; Nursing Executive Center, 2014; Schaufeli & Bakker, 2004). 
Despite having a solid body of literature (Bakker & Leiter, 2010; Bakker et al., 2008; 
Leiter & Maslach, 2004; Maslach & Leiter, 1997; Maslach, Schaufeli, & Leiter, 2001; 
Schaufeli, Bakker, & Salanova, 2006) that identifies the antecedents that impact 
employee engagement, no literature has been identified regarding the key qualities or 
attributes of the engaged RN.  
Themes identified during data collection were evaluated to determine 
consistencies regarding the perceived attributes of the engaged RN among the two 





leaders are identified can the profession begin to operationalize the concept successfully 
and foster engagement to improve patient care and organizational outcomes. 
Summary 
This chapter provided an introduction to understanding the concept of employee 
engagement, a brief background on the literature associated with employee engagement, 
a description of the significance of the study as well as its relevance to nursing, and the 
purpose of the study. Chapter II presents a robust review of the literature related to and 
relevant to employee engagement. A historical background to the use of engagement in 
both fields outside of healthcare as well as its adoption by nursing; burnout as the 
antipode of engagement; and dimensions, drivers, barriers, and outcomes of employee 






II – LITERATURE REVIEW 
 
 
The purpose of this chapter is to present the literature associated with employee 
engagement and lay a foundation for the theoretical constructs that support the concept. A 
historical background on the phenomenon is provided as well as background on the 
related concepts burnout and positive organizational psychology. Literature specific to 
employee engagement is explored, both outside of and within healthcare. Definitions of 
engagement and the two most frequently cited frameworks are shared as well as available 
instruments frequently utilized to measure employee engagement. Lastly, drivers, 
barriers, and outcomes of employee engagement are discussed. 
Historical Background 
The historical background of employee engagement begins with a discussion of 
burnout. Following this is a brief overview of positive psychology, as the literature 
suggests that burnout, combined with a shift towards positive psychology, led to the 
eventual development of the initial engagement frameworks (Bakker & Leiter, 2010).  
Burnout 
The concept of burnout became a topic of interest among organizational 
psychologists in the United States in the mid-1970s to understand how work stress at that 
time was negatively impacting employee health and organizational outcomes (Maslach & 
Leiter, 1997, 2008). Seminal research on the topic of burnout by social psychologist 
Christina Maslach and her colleagues produced the most frequently cited definition of 





syndrome of exhaustion, cynicism, and inefficacy, which is experienced in response to 
chronic job stressors” (p. 93). Burnout can be described as a “fundamental disconnect 
between the worker and the workplace” (p. 91).  
The three dimensions included in this framework—exhaustion, cynicism, and 
ineffectiveness—are the emotions associated with employee burnout (Leiter & Maslach, 
2004). Combined, the three dimensions address the employees’ “individual strain,” the 
contributions of the social environment in which they work, and their perceptions of 
themselves and their colleagues (Maslach & Leiter, 2008, p. 498). 
Exhaustion is said to be the first dimension that employees experience in response 
to job stress (Maslach & Leiter, 1997). This dimension is the most frequently experienced 
and is often the manifestation most employees recall when discussing burnout (Maslach, 
Schaufeli, & Leiter, 2001). When employees are unable to take time to recover from brief 
periods of job stress, exhaustion occurs, and employees lose the energy required to 
complete their job (Kerfoot, 2007; Simpson, 2010).  
Cynicism, the second dimension, often manifests through depersonalization with 
the job. When feeling cynical, employees begin to have negative feelings about their role 
and, as a result, try to detach or minimize their involvement. Cynical employees may 
eventually also begin to experience the effects of depersonalization in other aspects of 
their life (Maslach & Leiter, 1997, 2008). 
Lastly, the third domain, ineffectiveness, often affects the employees’ confidence 
in their ability to perform in their role. This is most often based on a self-assessment; 
however, as it impacts their own self-esteem, it may also impact their colleagues’, 





Leiter postulated that there are two possible pathways to inefficacy. The first is that 
exhaustion and cynicism (depersonalization) creates a loss of effectiveness. The second is 
that all three components (exhaustion, cynicism, and loss of confidence) develop 
concurrently (Leiter, 1993; Maslach et al., 2001). 
The initial population of interest in early burnout research consisted of those 
employed in the human service and education field. This was because of the frequency of 
emotional and psychological burden inherent in those professions (Leiter & Maslach, 
2004; Maslach et al., 2001). Because of the work with these populations, the original 
framework and subsequent instrument focused heavily on interpersonal relationships and 
the impact interpersonal relationships had on the employees being studied (Leiter & 
Maslach, 2004). 
The Maslach Burnout Inventory (MBI), created in 1981, is the validated 
instrument most frequently cited in the literature for the measurement of burnout 
(Maslach & Leiter, 1997; Schaufeli, Salanova, González-romá, & Bakker, 2002). 
Currently, three versions of the tool are available for use depending on the population of 
interest (Maslach & Leiter, 1997). 
The aim of the MBI is to assess employees’ feelings about their work. The tool 
utilizes feeling statements to measure the “three core dimensions of a person’s experience 
with work” on a continuum: “exhaustion-energy; depersonalization-involvement; and 
inefficacy-accomplishment” (Maslach & Leiter, 1997, p. 156). As previously discussed, 
understanding the concept and evolution of burnout is relevant to employee engagement 
as the literature suggests that it is the opposite of engagement on a continuum of 





2004; Schaufeli et al., 2002). Employees who are experiencing burnout will score high on 
the exhaustion and depersonalization domains and low on personal accomplishment, 
while engaged employees will score the reverse in each of the domains (Maslach & 
Leiter, 1997).  
Two schools of thought regarding the contributing factors of burnout emerged in 
the early interviews conducted by Maslach, Schaufeli, and Leiter. The first was that only 
high-performing employees burn out (Maslach et al., 2001). This theory presumed that 
employees who are always “on” eventually experience fatigue and disappointment that 
their “all” was not enough to meet their goal. The resultant feelings of frustration and 
lack of perfection eventually lead to burnout (Maslach et al., 2001). The second theory 
was that cumulative exposure to job stressors is the cause of employee burnout, thereby 
making it a risk for all employees regardless of their performance (Maslach et al., 2001). 
In their most recent work, Leiter and Maslach (2004) clearly stated their stance on the 
controversy and defined burnout as a result of job stress.  
It is assumed that employees who are not in a job that matches their “nature” are 
more likely to experience burnout (Maslach & Leiter, 1997). Several areas have been 
identified that can contribute to employee-work mismatch. Workload is the most frequent 
contributor to such mismatches. Issues such as the intensity and complexity of work, as 
well as expectations regarding hours worked, can contribute to workload stress. Locus of 
control, value conflicts, lack of recognition, and poor interpersonal relationships are other 
potential contributing factors to employee-work mismatches (Maslach & Leiter, 1997).  
Selected drivers are thought to contribute more to individual components of 





inefficacy, while workload and social variables were more likely to impact the exhaustion 
and cynicism domains (Maslach et al., 2001). Based on their considerable number of 
studies, Maslach and Leiter (1997) posited that all drivers to burnout are related to the 
work environment and are not the attributes of the individual employee. It is important to 
explore these drivers because there is a significant negative correlation to the drivers and 
barriers of engagement (Fiabane et al., 2013; Maslach et al., 2001; Rivera et al., 2011).  
The negative consequences of burnout have been well established in the literature 
(Bogaert et al., 2013; Dempsey & Reilly, 2016; Kahn, 1990; Leiter & Maslach, 2004, 
Maslach & Leiter, 1997; Maslach et al., 2001). When employees are experiencing 
burnout, particularly those working in human service roles such as nurses, it can manifest 
as a decreased responsiveness to the customers’ needs. Employees may depersonalize 
their clients (patients) and therefore distance themselves from their needs (Maslach et al., 
2001). Employees who are experiencing burnout are also likely to experience personal 
consequences such as problems with physiological, mental health, and social 
manifestations. When employees begin to experience the repercussions of burnout, they 
become less able to utilize their existing coping skills and may withdraw mentally and 
physically from some or all aspects of their professional lives as well as their personal 
lives (Maslach & Leiter, 1997). 
The effects of burnout can be significant and will likely have an impact not only 
on the individual, but also on the organization (Leiter & Maslach, 2004). Organizational 
consequences demonstrated in the literature include increased absenteeism and turnover 





and Leiter (1997) suggested that increasing employee engagement will better help 
organizations to avoid these undesirable consequences.  
Positive Psychology 
Research trends in burnout began their transition to employee engagement with 
the 21st century shift in the focus of organizational psychology. Rather than continuing to 
study negative employee attributes and outcomes, researchers began to explore positive 
attributes. Prior to this transition in research, most organizational psychology literature 
aimed to understand the drivers of negative employee status and business outcomes. 
Schaufeli and Bakker (2004) defined positive psychology as “the scientific study of 
human strength and optimal functioning” (p. 3). Bakker and Schaufeli (2008) referred to 
this approach as the “four D’s…damage, disease, disorder, and dysfunction” (p. 147). 
Harter et al. (2002) operationalized positive psychology in the organizational realm by 
examining the attributes of productive employees and their leadership.  
The shift to positive outcomes associated with work became known as positive 
organizational behavior (POB). The intent of POB is to study the “positive psychological 
conditions and human resource strengths that are—in one way or another—related to 
employee well-being or performance improvement” (Bakker & Schaufeli, 2008, p. 148). 
Researchers in this field have an interest in understanding which work environments 
promote highly functioning employees and optimal organizational mission fulfillment. 
Given this focus on the positive drivers of organizational psychology, it should not be 
surprising that not long after this change in thinking, many of the burnout theorists and 
researchers shifted their attention from the negative end of the continuum to the positive 





Employee Engagement  
In 1990, William Kahn was the first organizational behavior scholar to 
conceptualize engagement at work. It was soon after that Gallup, the foremost consulting 
agency in performance management in the United States, coined the term employee 
engagement (Bakker & Leiter, 2010). Since then, Gallup (2017b) has admitted that the 
concept has “taken on a life of its own” (p. 65). In 2010, Wilmar Bakker published one of 
the first books on work engagement, condensing the available literature in a management 
friendly, easy-to-read and easy-to-apply volume. The number of books available on the 
topic now is immeasurable.  
Literature Related to the Concept 
This section provides an overview of the literature related to employee 
engagement, both within and outside of healthcare. Frequently cited definitions are 
discussed as well as concerns about the lack of a standard definition. Frequently cited 
instruments to measure employee engagement are examined and drivers, barriers, and 
outcomes of employee engagement are presented. 
Definitions of Engagement 
Despite the increased interest in the concept of employee engagement, the 
literature has struggled to provide a consistent definition. Many authors, including Gallup 
(2017b), have pointed to this lack of consistency as one of the most significant barriers to 
operationalizing the concept effectively (Bakker & Leiter, 2010; Bakker et al., 2008; 





(2016) and Simpson (2009) argued that in order to engage nurses, we must first clearly 
define the construct.  
It is often implied that employee engagement is demonstrated by employees who 
are committed to their organization and passionate about their job (Bakker & Leiter, 
2010); however, it could also be argued that passion and commitment are outcomes of 
engagement. In much of the literature, it is difficult to differentiate between the drivers, 
attributes, and outcomes of engagement. Simpson (2009) pointed to the similarities 
between the drivers and attributes of employee engagement as one of the causes for the 
lack of a clear definition.  
A number of definitions, theories, and frameworks have been published since the 
turn of the 21st century (Bakker & Leiter, 2010; Fasoli, 2010; Gallup, 2017b; Gray, 2012; 
Harter et al., 2002; Kahn, 1990; Kerfoot, 2007; Maslach & Leiter, 2008; Maslach et al., 
2001; Nursing Executive Center, 2014; Schaufeli & Bakker, 2004; Wellins, Bernthal, & 
Phelps, 2015). Many of the definitions offered in the literature are byproducts of major 
theories. See Table 1.1 for a list of definitions from the literature. 
Maslach and Leiter’s (1997) work on burnout was one of the earliest frameworks 
for engagement. The researchers asserted that engagement is the opposite of burnout 
(Maslach & Leiter, 2008). According to their framework, engagement describes 
employees who demonstrate a psychological relationship with their work by displaying 








Definitions of Engagement in the Literature 
Concept Definition Dimensions Reference 
Engagement A positive, fulfilling, work-related state of mind that 
is characterized by vigor, dedication, and absorption. 
Vigor, dedication, and 
absorption 
Schaufeli, Salanova, González-
romá, & Bakker, 2002, p. 74 
Engagement An energetic state of involvement with personally 




Leiter & Maslach, 1998; 
Maslach & Leiter, 2001, p. 498 
Engagement An individual’s emotional attachment to the 
organization that is based on feelings about the value 
the organizations towards employee contributions. 
N/A Gray, 2012, p. 194 
Engagement The extent to which people enjoy and believe in 
what they do and feel valued for doing it. 
N/A Wellins, Bernthal, & Phelps, 
2015, p. 2 
Engagement The emotional and intellectual commitment of an 
individual or group to build and sustain strong 
business performance. 
N/A Hewitt Associates, 2009, p. 1 
Employee 
engagement 
A psychological state where employees feel a vested 
interest in the company’s success and perform to a 
high standard that may exceed the stated 
requirements of the job. 
N/A (www.mercerhr.com) Bakker 









Table 1 (continued) 
 
Concept Definition Dimensions Reference 
Work engagement A positive, fulfilling, affective-motivational 
state of work related well-being that is the 
antipode of job burnout. 
N/A Bakker & Leiter, 2010, p. 1 
Work engagement An employee’s psychological commitment to 
one’s job and workplace. 
Vigor, dedication, 
absorption 
Fasoli, 2010, p. 18 
Personal 
engagement 
The simultaneous employment of a person’s 
“preferred self” in task behaviors that 
promote connections to work and to others, 
personal presence (physical, cognitive, and 
emotional), and active, full role performances. 
N/A Kahn, 1990, p. 694 
Engaged 
employees 
Those who are involved in, enthusiastic about 






Individuals who are inspired to do their best 
work, feel personally motivated to help the 
larger organization success, and are willing to 
exceed the expected level of effort. 
N/A Nursing Executive Center, 












Following the work in positive psychology, Dutch professors of organizational 
psychology Wilmar Schaufeli and Arnold Bakker were among the first in their field to 
research engagement, publishing articles on this topic as early as 2001. Their seminal 
research produced one of the most widely used frameworks for employee engagement. 
They defined engagement as “a positive, fulfilling, work-related state of mind that is 
characterized by vigor, dedication, and absorption” (Schaufeli et al., 2002, p. 74).  
Vigor, the first of the attributes in this framework, describes employees’ energy 
toward their work (Schaufeli et al., 2002). This included the ability to be resilient when 
faced with difficult circumstances or bad days. Dedication, the second attribute, is 
described as the employees’ sense of ownership of their role. Employees who are 
dedicated take pride in their work and are enthusiastic about completing it (Schaufeli et 
al, 2002). The last attribute, absorption, describes the employees’ ability to become 
completely immersed in their work, so much so that they barely notice time passing 
(Schaufeli et al., 2002). Utilizing this framework, engaged employees are those who 
experiences high levels of vigor, dedication, and absorption. 
When reviewing the two most-often utilized frameworks of engagement in the 
literature, Maslach and Leiter’s and Schaufeli and Bakker’s, the similarities are obvious. 
Exhaustion is the opposite of vigor. Cynicism is the opposite of dedication. However, that 
is where the similarities end. Schaufeli and Bakker (2004) differentiated their framework 
by stating that the third characteristic of the burnout framework, inefficacy, is not the 
opposite of their third characteristic, absorption. Because of this variation, Schaufeli and 





as being opposite psychological states” (p. 4), the two characteristics are conceptually 
very different and should be studied independent of one another.  
In a concept analysis of nurse engagement, Gray (2012) identified that most of the 
available definitions included three key factors. The three factors included a rational, a 
behavioral, and an emotional component. The rational component of engaged employees 
ensures that the workers agree with the mission of the organization (Gray, 2012). The 
behavioral component provides employees with the energy to complete their work. 
Lastly, the emotional component contributes to the employees’ passion for the work. 
Rather than try to redefine the term, Gray utilized the existing definitions and described 
engagement in the way it is perceived, stating that “engagement is a term that is used to 
describe an individual’s emotional attachment to the organization that is based on 
feelings about the value the organization holds toward employee contributions” (p. 194).  
Similar concepts in the literature. There are several other concepts in the 
organizational psychology literature that organizational leadership often tries to define or 
operationalize as engagement. Rafferty and Clark (2009) conjectured that because of a 
lack of a definition, organizations often view employee engagement as a solution for all 
their workforce challenges. Some of these concepts include: organizational commitment, 
role commitment, job satisfaction, job involvement, extra-role behavior, positive 
affectivity, and workaholism (Bakker & Leiter, 2010; Leiter & Maslach, 2004; Rothbard, 
2001). Engagement is believed to be a more thorough and multifaceted approach to the 
employees’ psychological relationship with their work than any of these other concepts 





Instruments to Measure Engagement 
As engagement became “trendy” in organizational psychology, several 
instruments were created to measure the presence and level of engagement (Gallup, 
2017b; Maslach & Leiter, 1997; Nursing Executive Council, 2014; Schaufeli & Bakker, 
2004). The MBI and the Utrecht Work Engagement Scale (UWES) are two such 
instruments that were created by organizational psychologists and have been widely 
referenced in the literature (Breevaart et al., 2014; de Lange et al., 2008; Fan, Zheng, Liu, 
& Li, 2016; Kovjanic, Schuh, & Jonas, 2013; Lawrence, 2011; Mason et al., 2014). The 
Gallup Q12 and the Advisory Board Employee Engagement Survey (ABESS) were 
created by business analytics and consultancy firms (Gallup, 2017b; Nursing Executive 
Council, 2014). The Advisory Board’s services were specifically created and directed 
toward healthcare organizations. 
Maslach Burnout Inventory. The MBI was initially created and validated as an 
instrument to measure burnout. It quickly became, and remains, the standard for 
measurement of this phenomenon (Maslach & Leiter, 1997). However, in 2002, Schaufeli 
et al. conducted a study that also validated the use of the MBI to assess employee 
engagement as defined in their framework.  
Schaufeli and Bakker (2004), however, argued that the MBI is not the best 
instrument to measure engagement based on two principles. The first is that the two 
concepts, burnout and engagement, are not always negatively correlated. This assumes 
that if employees are not engaged, then they are burned out and vice versa—an argument 





different phenomena are measured together, neither can be studied empirically. As a 
result of this opinion, Schaufeli and Bakker (2004) created the UWES. 
Utrecht Work Engagement Scale. The UWES, created in 1999, is a short survey 
that can be administered to individuals or groups and is the most frequently used 
measurement of employee engagement (Bakker et al., 2008; Schaufeli & Baker, 2004). 
The UWES measures the employees’ levels of vigor, dedication, and absorption using 17 
questions. The survey is most frequently administered under the title of “Work & Well-
being Survey” to avoid biasing employees’ responses by using the term engagement 
(Schaufeli & Bakker, 2004, p. 33). Since the validation of the original survey, Schaufeli 
and Bakker (2004) also created a short version and a student version.  
Advisory Board Employee Engagement Survey. The Advisory Board’s ABESS 
was created in 2006 specifically to assess the level of employee engagement among 
healthcare clinicians. The survey consists of two distinct groups of questions. The first 
group is a set of four statements that respondents are asked to rate their level of 
agreement using a six-point Likert scale. The second set of questions requires 
respondents to rate their level of agreement with a list of 42 validated drivers of 
employee engagement. Based on the survey responses, participants are assigned an 
engagement level of either “engaged, content, ambivalent, [or] disengaged” (Nursing 
Executive Center, 2014, p. 15). Throughout 2015, the survey was administered to over 
343,000 healthcare employees, 87,355 of whom were RNs (Strumwasser & Virkstis, 
2015).  
Gallup Q12. The Gallup Q12 survey utilizes 12 questions to assess employees’ 





assumes that when employees’ performance development needs are met, they become 
psychologically engaged in their work. The questions address basic, individual, 
teamwork, and growth needs. At the time that the State of the American Workplace report 
was published, over 31 million responses to the Q12 survey had been generated (Gallup, 
2017b).  
Drivers of Engagement 
An abundance of articles has been published regarding the drivers of employee 
engagement. The following is a brief listing of some of the supportive literature: 
Andiaenssens, De Gucht, and Maes (2015); Bacon and Mark (2009); Bakker and Leiter 
(2010); Bakker et al. (2008); Bjarnadottir (2011); Bogaert et al. (2013); Brunetto et al. 
(2013); Collini et al. (2015); Dempsey and Reilly (2016); Dempsey et al. (2014); Fan et 
al. (2016); Fiabane et al. (2013); Freeney and Tiernan (2009); Gallup (2017b); Harter et 
al. (2002); Kerfoot (2007); Koppel et al. (2015); Kuykendall, Marshburn, Poston, and 
Mears (2014); Lawrence (2011); Leiter and Maslach (2004); Maslach and Leiter (1997); 
Maslach et al. (2001); Othman and Nasurdin (2013); Press Ganey (2015); Rivera et al. 
(2011); Schaufeli et al. (2006); and Wang and Liu (2015). Many of the drivers identified 
in these articles can be combined into overarching categories. Throughout the literature, 
authors have organized the drivers in numerous different categories, the most frequent of 
which include work environment, interpersonal relationships, mission fulfillment, and 
growth and development (Dempsey & Reilly, 2016; Gallup, 2017b; Harter et al., 2002; 
Maslach et al., 2001; Rivera et al., 2011). Each of these high-level categories is discussed 





Professional practice and work environments. The work environment was the 
driver of employee engagement most frequently identified in the literature (Bakker et al., 
2008; Bogaert et al., 2013; Fan et al., 2016; Fiabane et al., 2013; Gallup, 2017b; Harter et 
al., 2002; Kerfoot, 2007; Koppel et al., 2015; Leiter & Maslach, 2004; Maslach et al., 
2001; Simpson, 2009; Wang & Liu, 2015). In a large multicenter cross-sectional 
quantitative study, Fan et al. (2016) demonstrated that work environment was a strong 
positive predictor of engagement. Another quantitative survey of healthcare workers 
conducted by Bogaert et al. (2013) also identified the work environment as a contributor 
to engagement which mediated outcomes of care. Work environment is a very broad 
category which, depending on the author, could include all the drivers of employee 
engagement.  
The first and most frequently cited driver to employee engagement within the 
work environment category is materials and resources (Fan et al., 2015; Gallup, 2017b; 
Harter et al., 2002). Simpson (2010) utilized the Job Demands-Resources model to 
correlate positively the presence of resources with engagement. Gallup’s (2017b) 
cumulative data supported this by stating that lack of materials and equipment was the 
strongest indicator of job stress.  
Autonomy is a second, frequently mentioned driver of engagement that is 
impacted by the work environment (Andiaenssens et al., 2015; Leiter & Maslach, 2004; 
Maslach et al., 2001; Rivera et al., 2011). In studies utilizing their framework, Leiter and 
Maslach (2004) identified increased or decreased autonomy as having broad implications 





of control over their work was the variable that correlated most significantly with 
employee engagement (Andiaenssens et al., 2015).  
Other, less often discussed drivers within the work environment category include 
workload and breaks (Kerfoot, 2007; Leiter & Maslach, 2004; Maslach et al., 2001; 
Simpson, 2010). Leiter and Maslach (2004) discussed the workload factor from two 
perspectives. Too heavy a workload may contribute to employee stress, while too light a 
workload may cause employees to become bored. To capitalize fully on this driver, the 
organization must match the workload to the employees’ abilities. Press Ganey (2015) 
posited that although nurse staffing does not have a significant impact on engagement 
overall, organizations in the upper- and lower-engagement quartiles with higher staffing 
outperform those with less staffing.  
It has also been demonstrated that in high-stress positions such as nursing, 
employees require the opportunity to rest and recover to remain engaged (Kerfoot, 2007; 
Simpson, 2010). Kerfoot (2007) went so far as to suggest that environments where high-
stress is sustained, employees may require breaks every 90 minutes. Additionally, Koppel 
et al. (2015) identified that organizations which provide resources for their employees to 
help deal with stress and burnout have higher engagement. 
Interpersonal relationships and support. Employees’ relationships with their 
leadership and peers have been well established in the literature as a driver to engagement 
(Bjarnadottir, 2011; Bogaert et al., 2013; Brunetto et al., 2013; Fiabane et al., 2013; 
Freeney & Tiernan, 2009; Gallup, 2017b; Harter et al., 2002; Kerfoot, 2007; Maslach et 
al., 2001). In a cross-sectional survey of healthcare workers, Fiabane et al. (2013) 





Several factors involving the interpersonal relationship between employees and 
their managers contribute to their engagement. The first is the manager’s level of 
engagement (Kerfoot, 2007). Gallup (2017b) cited that “employees who are supervised 
by highly engaged managers are 59% more likely to be engaged than those supervised by 
actively disengaged managers” (p. 179). Other mediators of the employee-manager 
relationship are departmental management of employee performance, including coaching, 
and the employees’ perception of support (Gallup, 2017b; Othman & Nasurdin, 2013). 
Bogaert et al. (2013) found that the presence of positive management-related factors had 
the most significant impact on quantitative increases in the dedication domain of 
engagement.  
Peer relationships have also been identified as a mediator of employee 
engagement (Bjarnadottir, 2011; Brunetto et al., 2013; Freeney & Tiernan, 2009; Gallup, 
2017b; Harter et al., 2002). In one of the few qualitative studies focused on engagement 
among nurses, Bjarnadottir (2011) identified collegial relationships as the most important 
resource to maintain adaptability. The focus group interviewed in the study also 
identified adaptability as the strongest factor for engagement. Supporting the findings of 
Bjarnadottir (2011), Gallup (2017b) recognized that the ability to promote positive peer 
relationships was a characteristic of organizations with high levels of employee 
engagement. 
Role match and mission fulfillment. Role match is another frequently cited 
driver of engagement (Gallup, 2017b; Harter et al., 2002; Rivera et al., 2011). This driver 
encompasses both making sure that the employee and employer have matching 





organization’s mission and values of the work are in alignment (Bakker & Leiter, 2010; 
Bjarnadottir, 2011; Collini et al., 2015; Fiabane et al., 2013; Gallup, 2017b; Harter et al., 
2002; Maslach & Leiter, 1997, 2008; Maslach et al., 2001; Rivera et al., 2011). Gallup 
(2017b) stated that employees who perceived that their job descriptions matched with 
their actual work expectations were two and a half times more likely to be engaged than 
other employees.  
Through the validation of the Gallup Q12 survey, Harter et al. (2002) determined 
that employees who felt their individual contributions furthered the organization’s 
mission fulfillment were more likely to be engaged. Qualitative and quantitative studies 
by Bjarnadottir (2011) and Collini et al. (2015), respectively, supported that statement. 
Bakker and Leiter (2010) concluded that many employees do not start with values that 
match those of their employer, but rather the ability of an organization’s leadership to 
align the employees’ values with its own is an important contributor to building 
engagement.  
Growth and development. The literature has suggested that employees who are 
given recognition for a job well done and provided opportunities for growth and 
development have higher levels of engagement than employees who do not perceive such 
opportunities for reward (Andiaenssens et al., 2015; Gallup, 2017b; Harter et al., 2002; 
Kerfoot, 2007; Maslach et al., 2001; Wang & Liu, 2015). Andiaenssens et al. (2015) 
conducted a longitudinal study that demonstrated that employees who had higher 
perceptions of being rewarded over time had increased engagement. This driver is often 
related to employee-manager interpersonal relationship as it depends on the manager to 





and development (Harter et al., 2002). Wang and Liu (2015) also discussed the intrinsic 
response to recognition and reward, such as self-confidence and pride, as mediators to 
engagement. 
Other drivers in the literature. In addition to the drivers introduced above, other 
factors infrequently identified in the literature also warrant mention. These include both 
employee and employer factors. Employee-specific factors such as age and gender have 
only demonstrated weak correlations with engagement in the literature (Gallup, 2017b; 
Schaufeli et al., 2006). Gallup (2017b) also conducted an analysis of engagement levels 
between the different generations. Although millennials exhibited the lowest levels of 
engagement, age-related analysis determined that engagement increases with age, which 
may have been a confounding factor. 
Length of time employed is also a driver discussed in the literature; however, this 
can be specific to length of time in the career or employed at a specific organization. 
Dempsey et al. (2014) identified higher levels of engagement among RNs with less than 
6 months of experience. After 6 months, engagement decreased and no significant 
increase was seen again until the 10-year mark. This could be correlated to age as Gallup 
(2017b) has shown engagement to increase with age. A study by Rivera et al. (2011) 
produced similar findings when looking at length of time in the profession, but found that 
length of organizational specific employment did not significantly impact engagement. 
Organizational variables identified as drivers in the literature included size and status in 






Barriers to Engagement 
Many of the barriers to engagement cited in the literature are reflective of the 
drivers discussed above. Gallup (2017b) posited that the most significant barrier to 
achieving a culture of engagement is the lack of a consistent definition and vision for the 
characteristics of an engaged organization. Gallup stated that “employee engagement is 
not the same as engaging employees” (p. 66). Rather, engagement is the outcome of a 
strategy implemented to create an environment where employees are motivated to 
improve organizational performance.  
Characteristics of leadership have been frequently referenced in the literature as a 
common barrier to engagement (Bacon & Mark, 2009; Gallup, 2017b; Nursing Executive 
Center, 2014; Rothbard, 2001). The impact that leadership has on employee engagement 
has contributed to engagement at both the unit level as well as the organizational level. 
Specific to nursing, one of the most difficult challenges leaders face is in the connection 
of nursing-specific outcomes to the strategic objectives of the organization. Dempsey et 
al. (2014) pointed to the need for leaders to be able to help RNs understand how their 
daily work contributes to organizational quality metrics as an important contributor to 
engagement. Poor organizational management has been demonstrated to influence 
employee engagement negatively. Bacon and Mark (2009) shared one example of this 
within hospitals that were “growing.” They credited the lack of engagement to the 
inability of leadership within these institutions to manage the stress associated with 
change and growth.  
As previously discussed, a persistent state of work stress can lead to burnout. It is 





barriers to engagement within the literature, considering that burnout is the antithesis of 
engagement (Bacon & Mark, 2009; Bogaert et al., 2013; Freeney & Tiernan; 2009; 
Koppel et al., 2015; Nursing Executive Center, 2014). Specific to healthcare, the 
literature has suggested that increased workload, both in volume and complexity, are the 
main drivers of burnout. As hospitals are being asked to produce better outcomes more 
efficiently, staff, including RNs, are expected to take on additional responsibilities 
without additional resources such as increased staff (Bacon & Mark, 2009). This 
increased workload and potential for added stress are frequently mentioned as 
impediments to engagement. In addition, hospitals do not do a good job of addressing the 
stress or burnout until it is often too late (Nursing Executive Center, 2014). 
Lack of role clarity was another identified barrier of engagement. According to 
the literature, this occurs when there are unclear missions or ambiguous role expectations 
(Gallup, 2017b; Harter et al., 2002; Leiter & Maslach, 2004). Through a survey, Gallup 
(2017b) discovered that less than half of Americans strongly agree that their job 
description is clear or relevant to the work they are expected to fulfill. This barrier is 
more common in large organizations (>1000 employees), most likely because there are 
too many layers of leadership for employees to witness role modeling of the values and 
vision of the organization (Gallup, 2017b).  
Other less frequently mentioned barriers to engagement include issues relative to 
the work environment such as lack of control, lack of a support system, perceptions of 
inequity, and few or no opportunities for growth. Staff who do not feel they are 
appreciated or offered opportunities to advance their career are more likely to be 





particularly for nurses, needs to be individualized and meaningful to be effective 
(Freeney & Tiernan, 2009). Baker, Albrecht, and Leiter (2011) postulated that an 
organizational structure that is mutually beneficial for both the employee and the 
employer is necessary to promote a true culture of engagement.  
Engagement and Outcomes 
The outcomes of engagement have been widely studied over the past decade in a 
variety of professions, including healthcare. Positive outcomes have been identified for 
the organization, employees, and patients in the literature (Bacon & Mark, 2009; Bakker 
& Leiter, 2010; Bargagliotti, 2011; Blizzard, 2005; Bogaert et al., 2013; Collini et al., 
2015; Dempsey & Reilly, 2016; Dempsey et al., 2014; Gallup, 2017b; Harter et al., 2002; 
Kahn, 1990; Kuykendall et al., 2014; Leiter & Maslach, 2004; Maslach & Leiter, 1997; 
Mason et al., 2014; Press Ganey, 2015; Schaufeli et al., 2002; Simpson, 2009; Wang & 
Liu, 2015; Wolosin, Ayala, & Fulton, 2012). A review by Gallup (2017b) of their current 
data suggested that organizations who increase employee engagement scores can expect a 
significant increase in both productivity and profitability, as well as employee retention 
and safety. They also postulated that increased engagement improves patient safety and 
quality in the healthcare setting. Providing an environment that promotes employee 
engagement improves an organization’s ability to succeed in meeting its mission 
(Maslach & Leiter, 1997).  
The most commonly identified positive organizational outcomes in the literature 
include profitability and retention (Bargagliotti, 2011; Carter & Tourangeau, 2012; 





and Leiter (1997) suggested that engaged employees are more loyal to their organization. 
This employee loyalty has been demonstrated to manifest as extra-role work (fulfillment 
of workload above expectations) and contributes to increased productivity (Bakker & 
Leiter, 2010; Gallup, 2017b; Harter et al., 2002). Literature studying the nursing 
profession has also indicated that employee engagement is related to employee retention 
(Carter & Tourangeau, 2012; Collini et al., 2015). Overall, engaged employees are more 
satisfied with their jobs and, therefore, more willing and able to perform at a higher level 
than their non-engaged colleagues (Gallup, 2017b).  
Employee outcomes have also been demonstrated in the literature to be improved 
through employee engagement (Bakker & Leiter, 2010; Dempsey & Reilly, 2016; Gallup, 
2017b; Mason et al., 2014; Schaufeli & Bakker, 2004; Wang & Liu, 2015). Given that 
engagement is described as the opposite of burnout, it has been asserted that employees 
who are engaged are at lower risk for many of the physiologic and psychological 
manifestations of burnout (Dempsey & Reilly, 2016; Schaufeli & Bakker, 2004). Gallup 
(2017b) conjectured that organizations with highly engaged employees had as many as 
70% fewer employee accidents and 41% lower call-out rates than competitors with lower 
engagement scores. Furthermore, Bargagliotti (2011) suggested that engagement is 
infectious; thus, engagement of one employee had the potential to develop engagement in 
their co-workers and others. 
Increased quality is another frequently mentioned outcome in the engagement 
literature (Bacon & Mark, 2009; Bargagliotti, 2011; Blizzard, 2005; Bogaert et al., 2013; 
Dempsey & Reilly, 2016; Gallup, 2017b; Maslach & Leiter, 1997; Press Ganey, 2015). 





healthcare. This is likely a primary reason for the increased interest in and publication of 
employee engagement studies throughout the past decade. Healthcare quality relative to 
nursing can include both patients’ perceptions of their experience as well as clinical 
outcomes. Both have been demonstrated by the literature to have the potential to be 
impacted positively by increased RN engagement (Bacon & Mark, 2009; Bargagliotti, 
2011; Blizzard, 2005; Bogaert et al., 2013; Dempsey & Reilly, 2016; Dempsey et al., 
2014; Gallup, 2017b; Press Ganey, 2015; Wang & Liu, 2015).  
Utilizing the Gallup employee engagement data for RNs at more than 200 U.S. 
hospitals, Blizzard (2005) identified engagement as a key factor in improving mortality 
and complications of care metrics. The Gallup (2017b) data demonstrated a 58% 
reduction in patient safety incidents among organizations in the 99% percentile of 
employee engagement. Specifically, work environment factors that were previously 
discussed as important drivers of employee engagement had a significant impact on 
patient outcomes, including readmissions (Press Ganey, 2015). Dempsey and Reilly 
(2016) pointed to the correlation between RN engagement, patient experience, and 
clinical outcomes as a need to continue focusing on improving employee engagement as 
a priority for healthcare organizations. 
Summary 
Chapter II has provided an overview of the literature associated with employee 
engagement. The historical transition from the concept of burnout to the phenomenon of 
engagement was reviewed. The definitions and currently referenced frameworks of 





employee engagement. In addition, drivers, barriers, and outcomes of engagement were 
discussed. Chapter III next provides an overview of the framework utilized to derive the 






III – FRAMEWORK 
 
 
The purpose of this chapter is to describe the framework that provides the 
foundation for the study. The evolution of Bakker’s (2011) evidence-based model of 
work engagement is provided along with an in-depth description of the model. Finally, 
the model is discussed for how it was utilized to derive the questions for the interview 
guide.  
The Evolution of the Model 
The aim of this section is to provide a historical evolution of the models that  
have contributed to the creation of Bakker’s (2011) evidence-based model of work 
engagement. The model is described in detail as the framework for this study. The 
historical summary begins with the creation of the Job Demands-Resources (JD-R) model 
and highlights the progressive evolution of that model through burnout and eventually to 
engagement. See Figure 3.1 for a timeline of the model’s’ evolution. 
 
 






The Job Demand-Resources Model 
 
The JD-R Model was created in 2000 by a Dutch professor of organization 
behavior, Dr. Evangelia Demerouti, and her colleagues. The model was created to add to 
the work of an earlier, similar model, the Demand-Control Model (DCM), created by 
Robert Karasek (Demerouti, Bakker, de Jonge, Janssen, & Schaufeli, 2001). The DCM 
hypothesized that employees with low levels of control over their work would experience 
mental job stress when faced with work-related demands (Karasek, 1979). The aim of the 
study was to expand on the DCM to explore the impact that job demands in conjunction 
with resources, rather than control, had on work disengagement and life satisfaction 
among nurses in Germany (Demerouti, Bakker, Nachreiner, & Schaufeli, 2000). 
Job demands were first described in this JD-R model as working conditions that 
may cause stress for employees if they outweigh the employees’ abilities (Demerouti et 
al., 2000). Initial examples of job demands taken from Karasek’s (1997) DCM included 
work load and pace. By the conclusion of their study, Demerouti et al. (2000) added 
interactions with patients, working conditions, and shift work to the list of job demands. 
Job resources were defined as working conditions that, when they do not exist or are not 
available, create stress for employees. Potential job resources include support systems, 
feedback on performance, heterogeneity in the work required, autonomy, and reward 
(Demerouti et al., 2000).  
The findings from that study supported Demerouti, Bakker, Nachreiner, and 
Schaufeli’s (2001) hypothesis that high job demand and low job resources impacted 
employee well-being. High job demands were found to be linked to exhaustion, and low 





modeling, the fit of the variables was validated and the first JD-R Model (see Figure 3.2 
for the JD-R Model of Burnout) emerged in the literature (Demerouti, Bakker, 
Nachreiner et al., 2001). 
 
Figure 3.2. The JD-R model of burnout 
From “The Jobs Demands-Resources Model of Burnout” by E. Demerouti, A. Bakker,  
F. Nachreiner, & W. Schaufeli (2001), Journal of Applied Psychology, 86(3), p. 502. 
Copyright 2001 by American Psychological Association. Reprinted with permission. 
 
 
In two follow-up studies, the JD-R Model was expanded to further explore the 
mediating factor of job demands and job resources on employee and work outcomes 
(Demerouti, Bakker, Nachreiner et al., 2001; Demerouti, Bakker, de Jorge et al., 2001). 
The first follow-up study, which occurred concurrently with the shift towards positive 
psychology, repositioned job resources from being viewed as a negative factor to a 
positive factor. This study aimed to explore psychological health impairment and 





findings from the first study, Demerouti, Bakker, de Jorge et al. (2001) correlated job 
demands to high strain as well as to increased motivation. Low-strain jobs were related to 
less physiological health impairment and higher active learning (Demerouti, Bakker, de 
Jorge et al., 2001).  
The second follow-up study further expanded the population of interest to include 
not only human services fields (e.g., nurses) but also industry-related (e.g., manufacturing 
line workers) and transport-related (e.g., air traffic controllers) professions. This study 
provided additional focus to the terms job demands and job resources (Demerouti, 
Bakker, Nachreiner et al., 2001). Specific job demands such as those mentioned 
previously were categorized as physical, social, or organizational and defined as “aspects 
of the job that require sustained physical or mental effort and are therefore associated 
with certain physiological and psychological costs” (p. 501). Job resources were 
redefined as “physical, psychological, social, or organizational aspects of the job” that 
either assist the employee to meet work-related goals, decrease or counteract the burden 
of job demands, or contribute to the growth and development of the employee (p. 501).  
For the purposes of their study, Demerouti, Bakker, Nachreiner et al. (2001) 
focused only on the external resources of social (e.g., support systems) and organizational 
(e.g., locus of control) because the inclusion and stability of internal resources (e.g., 
individual intelligence) could not be agreed upon in the literature. Examples of social 
resources included family and peer support. Examples of organizational resources 
included locus of control, autonomy, task variety, and potential for qualification. The 
results of this study confirmed earlier findings about the mediating effect of job demands 





outcomes to suggest that employees in jobs with high demands and low resources 
simultaneously will experience burnout (Demerouti, Bakker, Nachreiner et al., 2001).  
Utilizing the findings from these previous studies, Bakker and Demerouti (2007) 
modified the JD-R model. In the new version, which can be seen in Figure 3.3 (the JD-R 
model), they exchanged specific job demands and resources for categories that were more 
generalizable to multiple professions, such as those included in their 2001 study. For 
example, the earlier job demands of physical workload and environmental conditions 
were generalized to be labeled simply physical. In addition, they incorporated strain and 
motivation as outcomes of the demands and resources. Finally, organizational outcomes 
were added as the endpoint for the model (Bakker & Demerouti, 2007).  
 
Figure 3.3. The JD-R model 
From “The Jobs Demands-Resources Model” by A. Bakker and E. Demerouti (2007), 
Journal of Managerial Psychology, 22(3), p. 313.  
Copyright 2007 by Emerald Group Publishing Limited. Reprinted with permission. 
 
 
In 2008, Bakker and Demerouti published a third and final version of the JD-R 





by the plethora of literature on the antecedents and outcomes of engagement discussed in 
Chapter II, Bakker and Demerouti (2008) connected the importance of resources and job 
demands as mediators to engagement and ultimately employee performance. In this 
model, resources are expanded to include not only job but also personal resources, as 
identified in the previously discussed engagement literature. Utilizing this model, it is 
assumed that when an employee is faced with job demands, work engagement can be 
impacted. However, if the correct resources are available, engagement can still be 
achieved, and it is shown to drive performance. In this model, a feedback loop is also 
introduced wherein performance contributes back to the employee’s resources (Bakker & 
Demerouti, 2008). 
 
Figure 3.4. The JD-R model of work engagement 
From “Towards a Model of Work Engagement” by A. Bakker and E. Demerouti (2008), 
Career Development International, 13(3), p. 218.  







An Evidence-Based Model of Engagement 
 
Shortly after the publication of the JD-R model of engagement, Bakker (2011) 
created an evidence-based model of work engagement (see Figure 3.5 for the model of 
work engagement). This model was the framework for this study and is referred to as 
such for the remainder of the dissertation. The framework was created on the premise that 
engaged employees perform at a higher level than non-engaged employees. Bakker and 
Demerouti (2008) posited that this occurs for four potential reasons: “engaged employees 
often experience positive emotions, including happiness, joy, and enthusiasm; experience 
better health; create their own job and personal resources; and transfer their engagement 
to others” (p. 215). Bakker validated each of these reasons through the existing literature 
and many reasons had been progressively incorporated into previous JD-R models.  
 
Figure 3.5. The model of work engagement 
From “An Evidence-Based Model of Work Engagement” by A. Bakker (2011),  
Current Directions in Psychological Science, 20(4), p. 267.  





The first of two additions to this framework that had not previously been 
incorporated into the JD-R models is the phenomenon of job crafting. Job crafting refers 
to a mechanism previously established in the literature by Wrzesniewski and Dutton, 
which describes the employees’ ability to change their job through task selection, 
identification of value, and negotiation of content (Bakker, 2011). Because of this 
phenomenon, Bakker (2011) posited that employees are not “passive actors in [their] 
work environments but instead actively change their work environment if needed”  
(p. 268). A second unique characteristic of the framework is the introduction of Bakker’s 
belief that people’s resources and job demands change over time. As a result, their 
engagement, performance, and ability to job craft may fluctuate (Bakker, 2011). 
In summary, the framework postulates that job and personal resources, 
individually or in collaboration, initiate a motivational response by employees leading to 
engagement. These resources and the employees’ response are most important when 
employees are faced with high job demands. The outcome of the employees’ engagement 
is improved performance. Increased performance by employees allows for more 
opportunities for them to craft their position to better meet their needs, resulting in a 
closed loop of increased resources. 
Development of the Framework Questions 
Utilizing Bakker’s (2011) model of work engagement as a framework, a series of 
questions were crafted to guide the interviews in this study. Semi-structured interview 
questions were developed within each of the major categories of the framework: 





each of the two participant groups, direct-care registered nurses (RNs) and nursing 
leadership, to elicit a description of what it looks like for direct care RNs to be engaged in 
their work.  
Bakker (2011) asserted that employees who are engaged in their jobs are 
energetic, committed, and absorbed in their work. His evidence-based model of work 
engagement suggests that the availability of resources, both job and personal, are the 
most significant predictors of engagement. These resources become significantly more 
important when the job demands are high, which is a normal occurrence in the profession 
of nursing. The ability of engaged workers to maintain a high level of performance 
allows them to manipulate their job in such a way that it becomes more enjoyable for 
them and allows them to use their resources more effectively. 
Interview Guide—Direct-care RNs 
1. When you think of a colleague who you consider to be engaged, what does 
that person look like? 
Job Resources 
2. Tell me about the external job resources that an engaged colleague has that 
perhaps those less engaged colleagues do not. 
Job Demands 
3. Can you think of any job-related demands that your engaged colleague 





a. How does your engaged colleague respond differently to job demands 
when compared to less engaged peers? 
4. Describe your engaged colleagues work load compared to that of less engaged 
colleagues. 
a. How does the amount of time your engaged colleague spends at work 
compare to your other less engaged colleagues?  
Job Performance 
5. Tell me about the activities that your engaged colleague participates in beyond 
their direct patient care workload. 
Work Engagement 
6. How do you think your engaged colleague feels about the work that they do 
for this institution? 
Job Crafting 
7. Can you give me an example of a way that your engaged colleague creatively 
problem solves that other less engaged colleagues may not do? 
Interview Guide—Nursing Leadership 
1. When you think of an employee who you consider to be engaged, what does 







2. Tell me about the external job resources that an engaged employee has that 
perhaps those less engaged employees do not. 
Job Demands 
1. Can you think of any job-related demands that your engaged employee 
experiences, or conversely, does not have? 
a. How does your engaged employee respond differently to job demands 
when compared to less engaged peers? 
2. Describe your engaged employee’s work load compared to that of less 
engaged employees. 
a. How does the amount of time your engaged employee spends at work 
compare to your other less engaged employees?  
Job Performance 
3. Tell me about the activities that your engaged employee participates in 
beyond their direct-patient care workload. 
Work Engagement 
4. How do you think your engaged employee feels about the work that they do 
for this institution? 
Job Crafting 
5. Can you give me an example of a way that your engaged employee creatively 






Chapter III provided an overview of the framework utilized to plan the study of 
interest. The development and progressive revisions to the JD-R model was shared. An 
overview of the evolution of the JD-R model into the framework was discussed. Bakker’s 
(2011) evidence-based model of work engagement was summarized and questions 
derived from this framework were presented. By utilizing the questions outlined above in 
interviews with direct-care RNs and nurse leaders, the researcher hoped to identify the 







IV – METHOD 
 
 
This chapter describes the methodology for exploring direct-care registered nurses 
(RNs) and their nurse leaders’ perceptions of the attitudes and behaviors of the engaged 
nurse. The study sample population and size are also outlined. Finally, recruitment and 
participants’ rights protection strategies and data collection methodologies are shared. 
Study Design 
A significant number of quantitative research studies, discussed in Chapter II, 
have been conducted on the antecedents, drivers, barriers, and outcomes of work 
engagement, both outside of healthcare and among RNs. Qualitative studies on employee 
engagement are scarce, and qualitative studies on RN employee engagement are almost 
non-existent. Qualitative methodology is often viewed as a weaker research methodology 
based on the perception that it lacks the rigor of quantitative methodology; however, 
qualitative research supports a different aim because it attempts to understand a 
phenomenon as it is without manipulation of the concept or people experiencing it 
(Colorafi & Evans, 2016). Qualitative research methodology was selected for this study 
to better understand the perceptions of work engagement in RNs.  
Sandelowski (2000) stated that “no method is absolutely weak nor strong, but 
rather more or less useful or appropriate in relation to certain purposes” (p. 335). 
Qualitative research allows the investigator to understand not only the phenomenon of 
interest, but also the meaning that the participant assigns to it. Munhall (2012) posited 





methodology, allows qualitative researchers to gain a more in-depth understanding of a 
concept.  
Qualitative research, as described by Polit and Beck (2017), is flexible and 
holistic. It requires the use of an iterative approach to understand a phenomenon wholly 
and from the perspectives of different stakeholders (Polit & Beck, 2017; Vaismoradi, 
Turunen, & Bondas, 2013). Although qualitative research does not compare groups, it 
can be used to understand differences, “not only between cultures but also within 
cultures” (Munhall, 2012, p. 11). This essence of qualitative methodology was the 
rationale for selecting it for this study.  
Qualitative Descriptive 
There is a dearth of literature specific to the topic of qualitative descriptive (QD) 
research methodology. Most research texts list phenomenology, ethnography, narrative, 
grounded theory, and case studies as the most common approaches to qualitative research 
(Colorafi & Evans, 2016). However, Polit and Beck (2017) posited that qualitative 
studies that do not fit into any of these specific categories are, in fact, QD and most 
qualitative studies qualify as QD designs. 
Sandelowski (2000) stated that despite its lack of recognition, QD is one of the 
most widely utilized qualitative methodologies in “practice disciplines” (p. 335). Colorafi 
and Evans (2016) supported this notion, stating that QD methods are useful in healthcare 
research due to its factual inquiry and analysis of questions about the participants’ 





Bradway (2017) found that QD was most often cited as the research methodology for 
studies aiming to gain insight into a poorly understood phenomenon. 
QD studies aim to gain a thorough depiction of a phenomenon as it occurs in the 
everyday life of those experiencing it (Sandelowski, 2000). QD research can also be 
described as naturalistic inquiry, insinuating that the investigator makes no attempts to 
influence the variables or data (Colorafi & Evans, 2016). Sandelowski stated that 
“qualitative descriptive study is the method of choice when straight descriptions of 
phenomena are desired. Such study is especially useful for researchers wanting to know 
the who, what, and where of events” (p. 339). 
A benefit of QD is that, because of its naturalistic approach, it allows for minimal 
interpretation of the data. Sandelowski (2000, 2010) posited that, although it is still 
somewhat interpretive, the low level of inference by investigators minimizes the risk of 
their preconceptions or biases “transforming the event” (p. 335). This allows for better 
consensus among investigators (Colorafi & Evans, 2016; Sandelowski, 2000). As 
discussed in Chapter II, the lack of consensus regarding the definition and operationalism 
of work engagement prompted the need for this study.  
Sample 
Qualitative methodology affords investigators much latitude in their sampling 
procedure. The literature stated that any method of purposeful sampling is acceptable in 
the QD design (Colorafi & Evans, 2016, Neergaard, Olesen, Andersen, & Sondergaard, 
2009; Sandelowski, 1995). Polit and Beck (2017) described purposeful sampling as a 





benefit the study the most. Milne and Oberle (2005) pointed to the investigators’ ability 
to use purposeful selection as their sampling method as a strong benefit of qualitative 
research because investigators can choose their participants in a way that will afford them 
the best data on the phenomenon of interest.  
Sandelowski (2000) supported the use of purposeful sampling but stated that 
maximum variation sampling may be best because it allows investigators to explore a 
phenomenon of interest across a wider variety of participants. According to Polit and 
Beck (2017), maximum variation sampling is the most frequently utilized method of 
purposeful sampling. Sampling for maximum variation, as its name suggests, allows 
investigators to select participants they believe will have a broad range of perspectives of 
the phenomenon of interest. In this study, maximum variation sampling included both 
direct-care RNs and nursing leadership in the population of interest. This allowed the 
present researcher to explore variation in the perceptions of RN engagement across a 
broader range of participants. This section now describes the study’s participant 
population, sampling size, recruitment procedures, and efforts to protect the participants. 
Participants 
The sample for this study was selected from a population of licensed RNs, 
currently working within the acute care hospital setting. The sample was selected from 
within a tertiary care academic medical facility that is a part of a larger healthcare system 
in an urban setting. Participants included a sample of RNs who provide direct patient care 






Local unit-based leadership positions included assistant patient care managers 
(APCMs) and patient care managers (PCMs). Charge nurses were excluded from the 
study because they often hold dual roles as direct-care RNs and nursing leaders. 
Executive-level nursing positions included assistant directors of nursing (ADONs), 
directors of nursing (DONs), and senior DONs. If, during the interview and preliminary 
data analysis process, it had become apparent that the responses among local unit-based 
nurse leaders (APCMs, PCMs) and executive-level nurse leaders (ADONs, DONs, Senior 
DONs) varied significantly, the responses from these participants were to be further 
broken out into a third distinct population for analysis. However, this was not the case 
and was not warranted. 
Participants were required to be permanent employees who have worked at the 
facility in their current role for a minimum of 1 year. This ensured that all participants 
had sufficient time to become familiar with the culture of the organization and the 
expectations of the RN role. For this same reason, only permanent hospital employees 
were included in the study. Agency and travel RNs were excluded. All shifts of RNs were 
eligible to participate. To ensure that there was no potential for conflict of interest, none 
of the participants reported to the researcher or worked within the same department.  
Sample Size 
A distinct difference between quantitative and qualitative research is in the 
determination of the sample size. It is difficult to determine a sample size in qualitative 
research prior to the initiation of data collection (Sandelowski, 1995). The qualitative 





(Polit & Beck, 2017; Sandelowski, 1995). Because the data are interpreted and at least 
partially analyzed throughout the collection process, the investigator can use this 
information to make decisions about the sample size. This requires that the sample size 
remain adaptable throughout the data collection process (Milne & Oberle, 2005, p. 415). 
As suggested in the literature, the data were continuously evaluated throughout the data 
collection process until saturation was reached within each group (Milne & Oberle, 2005; 
Sandelowski, 1995).  
Saturation is the term used in qualitative research that determines sample size and 
data collection and analysis. The term signifies that the investigator has collected a 
comprehensive enough dataset that no new data would emerge if the sample size were 
increased. As a result, when saturation is reached, the investigator can conclude the data 
collection (Polit & Beck, 2017). Sandelowski (1995) warned that saturation can be a 
difficult concept for some investigators to recognize, especially those who are novices in 
qualitative methodologies. Impatience, preconceptions of expected findings, or reluctance 
to produce additional findings may cause investigators to conclude data collection too 
soon. Sandelowski suggested that new researchers may require additional data collection 
beyond the point of saturation to ensure a robust sample.  
For the purposes of this study, two different criteria were used for each of two 
samples: direct-care RNs and nursing leadership. The sample size was determined by 
saturation and included eight participants in each group, for a total of 16. Upon reaching 
saturation within each group, at least three additional participant interviews were 





analysis by an experienced qualitative investigator. Once no new themes emerged from 
the confirmatory participants, saturation was verified and data collection terminated. 
Recruitment Procedures 
To obtain permission to utilize the organization of interest as a study site, the 
researcher organized a meeting to include the Chief Nursing Officer and Senior Director 
of Interprofessional Practice and Patient Safety. The aim of the study, population of 
interest, and research methodology were shared. After permission was received, 
Institutional Review Board (IRB) approval from both Columbia University, Teachers 
College and the identified hospital was obtained. Following IRB approval, recruitment 
strategies were deployed to identify participants. Recruitment of participants occurred 
through purposeful sampling within the organization where the investigator was 
employed. These strategies included posting printed flyers in the inpatient clinical units 
and nursing administration office, distributing flyers at hospital meetings, sending emails 
to pre-existing distribution lists, and posting study information on the organizations 
nursing social media page. Contact cards were included on the flyers. Interested 
participants were instructed to contact the researcher via a private and dedicated email 
account or through a cell phone specifically used for the study. Once contacted, the 
investigator determined if the potential participants met the study inclusion criteria, based 
on their current role and length of time in that role. If deemed eligible, an interview date, 







Qualitative research is primarily aimed at obtaining information, from the 
perspective of the participant, about an event or a phenomenon of interest to the 
investigator. Interviews and focus groups are the most frequently utilized practices for the 
collection of qualitative data (Sandelowski, 2000; Willis, Sullivan-Bolyai, Knafl, & 
Cohen, 2016). Neergaard et al. (2009) stated that QD research typically relies on semi-
structured interview questions to gather data. Although open-ended questions are utilized, 
QD interview guides are often more structured than other types of qualitative research, 
such as phenomenology.  
Despite the fact that an interview guide was utilized in this study, Polit and Beck 
(2017) cautioned that the research process in qualitative methods is typically emergent. It 
evolves throughout the data collection process and allows for simultaneous data 
collection and analysis. This practice allows the investigator to adjust the process as 
needed. As a result, additional follow-up questions may emerge as participants respond to 
the questions posed in the interview guide. In the case of this study, responses from the 
first participant prompted the addition of a question regarding the perception of the 
patient care provided by the engaged nurse during subsequent interviews.  
As instructed by the literature (Sandelowski, 2000; Willis et al., 2016), the 
interview guides for this study (see Appendices A and B) were based on the framework 
for the study, Bakker’s (2011) evidence-based model of work engagement. Data 
collection occurred through face-to-face interviews. Interviews were initially scheduled 





the participant. Locations included reserved conference rooms within the hospital or the 
researcher’s or participant’s office.  
Prior to beginning the interview, participants were provided with an IRB-
approved consent form and demographic questionnaire for completion. Consent forms 
included participant permission to tape-record interviews for transcription and data 
analysis. Demographic information included age, gender, length of licensure as a RN, 
current professional certifications (if any), current job title, years with the organization, 
and years in current position. Participants were each assigned a unique coded identifier 
known only to the investigator to protect participant identity.  
To set the stage for the interview, participants were asked to recall a colleague (if 
the participant was a direct-care RN) or an employee (if the participant was a nurse 
leader) whom they felt was engaged. With the model engaged person in mind, 
participants were asked the questions outlined in the interview guide (see Appendices A 
and B). Additional questions were asked as needed to guide the discussion into eliciting 
the participants’ perceptions of specific attitudes and behaviors of the engaged RN. 
Data Analysis 
The data analysis process in qualitative research is said to be demanding (Polit & 
Beck, 2017). As mentioned previously, qualitative research methodologies are rarely 
linear, and the data collection and analysis processes often occur simultaneously. 
Qualitative data analysis requires both data management and analysis (Polit & Beck, 
2017). Qualitative data can be analyzed in several different ways; however, Sandelowski 





section of the chapter discusses the data management plans for this study and describes 
the rationale for content analysis as the data analysis method of choice. 
Data Management and Analysis 
The analysis of qualitative data first requires organization of the data (Polit & 
Beck, 2017). The first step of data management as outlined by Polit and Beck (2017) is 
transcription of the interviews. A transcription service was utilized to transcribe the tape-
recorded participant interviews as they occurred. The initial review of the data occurred 
upon receipt of the transcripts and simultaneous with listening to the tape-recorded 
interview. Listening to the interview and reading the transcript concurrently assisted with 
data immersion, which is said to help the investigator “steep” in the findings of the 
interview (Green et al., 2007). Early and thorough immersion can benefit the investigator 
to connect key themes more clearly and sooner in the analysis process. The researcher 
then read each interview transcript multiple times, as Polit and Beck (2017) suggested 
that researchers will likely need to review their data multiple times to begin to identify 
key pieces of information.  
Subsequent reviews of the data allowed the researcher to begin to identify 
meaning units. Polit and Beck (2017) described meaning units as the phrases and/or 
words that relate to each other and the research question. Identification of these key 
pieces of data is the first step in coding, or categorizing, the data (Polit & Beck, 2017). 
Data coding assists with reducing large volumes of data into smaller, more relevant 
pieces of information. Creation of a coding scheme is the second step in the data 





into themes. As the themes were identified, the researcher utilized directed content 
analysis to determine where themes fit within the framework for this study, Bakker’s 
(2011) evidence-based model of work engagement. 
The analysis of narrative data to identify recurring themes is considered 
qualitative content analysis (Polit & Beck, 2017). As data analysis continued, the 
researcher expanded the codes as needed. As the transcripts were analyzed and coded by 
interview question the themes were reviewed by an experienced qualitative researcher for 
validation.  
The interviews for each population of interest in this study were analyzed and 
coded separately, grouping responses by interview question. After coding all interviews 
by participant group and interview questions, the next step in the analysis process was to 
define the themes and subthemes by sample population. After themes and subthemes 
were determined and validated by a qualitative descriptive expert, the Rashomon effect 
was employed to understand the similarities and differences in the categories among the 
two populations. Lastly, the data were reviewed globally as a whole set and overarching 
themes were determined.  
Rashomon effect. Rashomon was a film written and directed by Japanese 
filmmaker Akira Kurosawa in 1950. The film portrays four separate and very different 
witness accounts of the same specific scenario. The moral of the film is that although all 
witnesses’ accounts differed, none of the witnesses were lying; rather, the viewer is 
shown that more than one truth exists (Roth & Mehta, 2002). Based on the tenet of this 





describe the phenomenon of how different people can perceive the same event 
differently.  
The history of how the term Rashomon effect has been used in academia and 
research is widely debated. Davis, Anderson, and Walls (2015) described the concept as 
the “significantly different perspectives on and interpretations of the same dramatic event 
by different eyewitnesses” (p. 2). Sandelowski (2010) listed the Rashomon effect as a 
method used to arrange data in QD studies. This was the methodology utilized in this 
study as the investigator looked at the data on RN work engagement from the 
perspectives of two distinct groups of participants.  
Summary 
This chapter provided a thorough description of the study design. An overview of 
the population sample and size and an outline of the recruitment procedures were 
discussed. Data collection procedures were described as well as steps taken to protect the 





V – FINDINGS 
 
This chapter outlines the procedure for data collection, including participant 
recruitment and setting. Demographic data from the two participant groups are shared. 
The data analysis methodology is described, including efforts to maintain the rigor of the 
data. Lastly, research findings are shared.  
Review of Procedure 
Recruitment 
Participants for this study were recruited from one acute care academic medical 
center located in a large urban area. Recruitment began in September of 2018 and was 
conducted using a variety of methods. The first method was through the use of a flyer 
(Appendix C). Fliers were distributed via email to a hospital-wide distribution list, 
printed and posted on bulletin boards throughout the facility, and distributed at meetings. 
The organizations nursing social media page was utilized as a second method of 
recruitment. Information regarding the study and the researcher’s contact information 
were posted by the site administrator. No participants were enrolled using the snowball 
method.  
A special email address and cell phone number were established specifically for 
communication with study participants. Most participants reached out via the email 
account; however, a few utilized the telephone. Upon initiation of contact, the 





agreeable, the participants were screened to ensure that they met the inclusion criteria for 
the study. 
Sample 
In order to take part in the study, participants must have been permanently 
employed by the organization in their current role for a minimum of 1 year. This criterion 
was established to ensure that each participant was knowledgeable about the role of the 
Registered Nurse (RN) and familiar with the culture of the organization. Two potential 
participants were excluded as they did not meet the minimum 1-year employment 
criteria, and one potential participant was excluded because of being employed by a 
temporary nursing agency. 
Following initial screening, participants were assigned to one of two groups based 
on their current position, direct-care RNs or nurse leaders. Charge nurses were excluded 
from the study as their role was unique, in that it could be viewed as both a direct-care 
and a nurse leader role. One participant was excluded from the study as she did not 
indicate that she was a charge nurse until the interview was in progress.  
Demographics 
The demographics of the study participants are described in this section. Colorafi 
and Evans (2016) stated that “describing the characteristics of the participants” assists 
with establishing transferability of the study. The study consisted of 16 participants total; 
eight participants were direct-care RNs and eight were nurse leaders. Each of the groups 
consisted of seven females (87.5%) and one male (12.5%) participant. This over-





nursing profession. According to the U.S. Department of Health and Human Services 
(2017), 90.4% of all RNs are female. See Appendix D for a table with complete 
demographic data. 
Direct-care RNs. The mean age of the eight direct-care RNs was 48.13, with a 
median of 46 and a range from 31 to 61. Participants had obtained their licensure as RNs 
between 6 and 40 years ago, with a mean of 21.19 years. The range of employment 
within the organization was between 1 and 23 years, with a mean of 11.44 years. The 
direct-care RNs who participated in the study had been in their current position for an 
average of 7.81 years but ranged from 1 to 20 years.  
One (12.5%) RN had an associate degree in nursing (ADN), six (75%) held a 
bachelor of science in nursing (BSN), and one (12.5%) held a master of science in 
nursing (MSN). One of the BSN participants also held a master’s degree in a field outside 
of nursing. Three of the eight participants were certified by a professional organization in 
the field in which they worked. 
Nurse leaders. Similar to the direct-care RN demographics, seven of the eight 
(87.5%) nurse leader participants were female. The one (12.5%) male participant was the 
only nurse leader who held a Patient Care Manager (PCM)-level leadership position. The 
other participants held roles within the director-level job title. One (14.2%) was an 
Assistant Director of Nursing (DON). Five (71.4%) were DONs and one (14.2%) was a 
Senior DON.  
The eight nurse leaders who participated in the study ranged in age from 32 to 64 
years old, with an average age of 48.7 and a median of 47. One participant declined to 





this ranged from 9.5 to 42 years. This sample of participants had been with the 
organization between 2 and 23 years, with a mean of 16.75. They have held their current 
positions for 1 to 20 years, with a mean of 6.56 and a median of 2 years. Five out of eight 
(62.5%) of the nurse leaders held MSN degrees. The other three (37.5%) possessed 
doctor of nursing practice (DNP) degrees, while 87.5% (7/8) were certified by a 
professional organization. 
Data Collection 
Interviews were conducted during the fall of 2018. Following the first contact, the 
study was explained and initial screening was conducted to ensure that the participants 
met the inclusion criteria. If so, a mutually agreeable date, time, and location for the 
interview were discussed between the researcher and each participant. All interviews 
were conducted on hospital grounds, in either the researcher’s or participant’s office or in 
a conference room convenient to the participant where there was privacy.  
Meetings were scheduled for 1½ hours and began with a review of the informed 
consent. After participants provided consent, a demographic questionnaire (Appendix E) 
was provided and completed by the participants. Interviews were conducted utilizing a 
semi-structured interview guide (Appendices A and B) to provide dependability of the 
results. All interviews were audio-recorded and notes taken on the interview guide during 
the session. Participants were assigned a unique code to de-identify them. All documents 
associated with the participants, including demographic data, transcripts, and 





The researcher utilized the principle of saturation to guide the number of 
participants to interview. Polit and Beck (2017) defined saturation as occurring when 
“themes and categories in the data become repetitive and redundant, such that no new 
information can be gleaned by further data collection” (p. 60). Due to interviews being 
scheduled according to the availability and convenience of the participants, the researcher 
often alternated between direct-care RNs and nurse leaders. There were many similarities 
in the responses of direct-care RNs and nurse leaders, which are further discussed in 
Chapter VI. The alternating interviews and similarities in responses of the two sample 
groups made determining saturation difficult. Although the researcher was able to begin 
extracting themes and subthemes after the sixth interview, it was unclear if the themes 
would be different for the two groups. As a result of Sandelowski’s (1995) belief that 
saturation may be difficult for novice investigators to realize, after the research believed 
saturation had occurred, she interviewed three additional research participants in each 
group to validate that no additional general themes were identified.  
Interview audio files were uploaded immediately following the interviews via a 
secure website to an Institutional Review Board (IRB)-approved transcription service, 
where all transcribers had CITI certification. Upon receipt of interview transcripts, the 
researcher reviewed each file while listening to the original recording to confirm 
accuracy. After accuracy was confirmed, audio files were deleted and transcripts were 







Colorafi and Evans (2016) stated that in order to provide objectivity to the data, 
the researcher should thoroughly outline the progression of data collection and analysis. 
Data analysis often occurs simultaneously with data collection in qualitative research 
(Polit & Beck, 2017; Sandelowski, 2000; Willis et al., 2016). During the data collection 
phase, preliminary analysis through review of the transcripts and audio files and 
observational notes assisted with the determination of data saturation. After saturation 
was confirmed and all interviews had been conducted and transcribed, the next phase of 
data analysis commenced, as outlined below. 
During this next phase, the researcher reviewed each transcript multiple times  
to identify key passages within participant responses to each of the seven questions. 
These key passages were extracted from each transcript and reviewed again for the 
identification of meaning units. Meaning units were listed as an aggregate by the 
participant group for each of the questions from the interview guide. Meaning units were 
grouped and synthesized into preliminary themes and subthemes for each question. 
Themes were then matched to each of the categories associated with Bakker’s (2011) 
evidence-based model of work engagement. The use of the predetermined study 
framework to organize the data lends credibility to the study (Colarafi & Evans, 2016). 
Responses from direct-care RNs and nurse leaders were maintained separately during this 
phase of data analysis.  
To further ensure credibility of the findings, the transcripts for two questions were 





analysis process for review. The expert reviewed the synthesis of data; when there was no 
concurrence, the two researchers set up a time to meet via telephone to discuss until 
agreement was reached. 
The final phase of data analysis was to compare the themes and subthemes 
synthesized from the responses of direct-care RNs and nurse leaders to identify 
similarities and differences. The findings associated with data analysis are shared in the 
next section. It is important to note that unless differences in themes and/or subthemes 
between the direct-care RNs and nurse leaders are noted, the responses were similar. All 
documents associated with data analysis and synthesis of themes were retained by the 
researcher for future review in order to further lend objectivity to the study.  
Bakker’s Evidence-based Model of Engagement 
As discussed in detail in Chapter III, Arnold Bakker published his evidence-based 
model of work engagement in 2011, refining and adding to multiple previous iterations of 
the Job Demands-Resources model. This and previous models were based on decades of 
research on the topic of work engagement. The final model, used for this study, posits 
that work engagement is a cyclic process. The questions asked of participants in this 
study were derived from each of the five components of the model. As expected, findings 
were consistent with the Bakker’s theory of work engagement. To provide additional 
background for the findings, the framework for the study is briefly reviewed in this 
section. 
In Bakker’s (2011) evidence-based model, resources are believed to be 





resources. Examples of job resources include peer support, performance feedback, 
autonomy, skill variety, and the ability to continue to learn. Personal resources include 
“self-esteem, self-efficacy, locus of control, and the abilities to perceive and regulate 
emotions” (p. 266). Bakker posited that the presence of these job and personal resources 
initiate a process which encourages employees to increase engagement and performance 
in their work.  
When work-related demands are present at high levels, resources are more 
important than in normal circumstances as employees rely on them to maintain their 
engagement and job performance. The 2011 evidence-based model of work engagement 
adds a component referred to as “job crafting” to the cycle. Job crafting refers to the 
employees’ ability to create situations within their work that allow them to excel by 
utilizing their “personal knowledge, skills, and abilities on the one hand and…their 
preferences and needs on the other” (p. 268). 
With the exception of question 1, which was a general introductory question 
aimed to stimulate participants to begin thinking about engagement, each of the questions 
posed to the research participants was created to elicit discussion about each of the steps 
in Bakker’s (2011) model. Prior to presenting any of the questions in the interview guide, 
all participants were asked to call to mind a colleague (direct-care RNs) or employee 
(nurse leaders) with whom they either currently worked or have worked with in the past 
whom they consider to be engaged. This direction was in an effort to get the participants 
thinking about how they personally perceived engagement as a reference for the 






The first question presented to the participants was “When you think of a(n) 
colleague/employee who you consider to be engaged, what does that person look like?” 
The majority of the participants, in both sample groups, responded with adjectives 
describing personal characteristics of the person they had just recently called to mind. It 
was noted in the researcher’s notes that that the direct-care RNs were much more verbose 
in their description of their colleagues, immediately sharing exemplars and stories to 
support their perceptions, compared to nurse leaders who used mostly adjectives and 
required additional prompting for further explanation. Their responses were synthesized 
into four themes: professional commitment, personal style, relationship building, and 
institutional commitment. See Table 5.1 for a complete list of themes, subthemes, and 
associated attributes. 
Professional commitment. When describing what an engaged nurse “looked 
like,” participants frequently mentioned their commitment to being a registered nurse. 
Participants shared stories of colleagues and employees who “went above and beyond” to 
be the best nurse they could be. This included subthemes of being professional, 
passionate, and having the ability to self-care.  
Professional. Professionalism was a characteristic of the engaged RN described 
by both direct-care RNs and nurse leaders. Both sample groups, direct-care RNs and 
nurse leaders, identified the engaged RN as someone who was knowledgeable and also a 
skilled clinician. Participant DC09 gave an example of how an engaged nurse 







Question 1 Themes, Subthemes, and Associated Attributes 
Question 1 
Direct-care RN participant responses are in bold 
Nurse leader participant responses are in italics 
Reponses that were provided by both participant groups are in bolded italics 
Themes Sub-themes Associated Attributes 
Professional 
Commitment 
Professional  Collaborative, Autonomous, Advocate, 
Knowledgeable, Skilled Clinician, Reliable, 
Proud, Proactive 
 Passionate   
 Self-Care  
Innate 
Characteristics 
Productive  Motivated, Ambitious, Efficient, Persistent, 
Determined 
 Cheerful  Positive, Optimistic, Energetic, Fun, 
Enthusiastic 
 Intelligent  Perceptive, Inquisitive, Innovative, 
Resourceful 




 Charismatic  Confident, Inspiring 
 Affable Gregarious, Amiable 
 Fair  
Institutional 
Commitment 




Caring, Compassionate, Respectful, 
Conscientious, Considerate, Advocate, 
Proactive 
 Leader  Extra-role commitment, Accountable, 
Advocate 







     They don’t just give you, “Oh, you have a low-grade temperature, here’s 
Tylenol.” Because it’s already ordered. “Oh, here’s your Tylenol.” They’re 
saying, “Wait a minute, why do you have a low-grade temperature? Are you 
burning when you urinate? Are you coughing?” They’re asking themselves other 
things. Yeah, they gave you the Tylenol, the temperature came down to normal, 
so case closed. No. An engaged nurse would be like, “Why did they have that 
temperature? Yes, it was low-grade, but that could be something popping.” 
They’ll have a little more conversation. And yes, it takes more time than they 
probably have. And maybe they’ll be two minutes late than they should have 
been, but an engaged nurse feels compelled to do a little bit more. 
 
In addition to knowledge and clinical skill, direct-care RN participants also 
described the engaged RN as being someone who is able to practice autonomously, be 
collaborative, and be an advocate for their profession. Participant DC04 summarized the 
engaged RN’s role as an advocate by stating that the engaged colleague they were 
thinking of was: 
really committed to and believes that what we’re doing in the OR, what the nurse 
is doing, matters and that we should be assisted in doing it better. And so she’s 
got the energy and the will to fight for that. 
 
Nurse leaders included attributes such as being reliable, proud, and proactive as 
ways that their engaged employees demonstrated their professional commitment. 
Reliability was described through mention of the engaged RN being someone that the 
leaders could always “count on” to be there when they needed help with something. 
NL04 demonstrated pride by stating, “It’s not just a job to them. They go above. You 
know, it may just be something little, but they take pride in their work.”  
Passionate. Multiple participants in both direct-care RN and nurse leader groups 
stated that the engaged RNs they had called to mind “loved their job.” DC06 summarized 





people have a different perspective of nursing. I think that person feels like it’s more than 
just a job, okay? It’s the duty; it’s their duty to do this.” 
Self-care. Participants from both sample groups discussed the engaged RNs’ 
ability to recognize the importance of self-care as an attribute that set them apart from 
other nurses with whom they work. Both participants DC08 and NL02 described the 
engaged nurse as someone who took the time to make sure they had eaten throughout the 
day. DC08 stated that this was important to keep their “energy levels high.” NL03 
described an employee who requested changes to their work schedule while pursuing 
further education to help them manage work-life balance.  
Personal style. Personal style, or innate personality characteristics, was a 
prevalent theme mentioned by both sample groups throughout the interviews. Many 
participants made statements similar to NL01 who said: “I really think it comes down to 
personality.” Personal style characteristics described by both direct-care RNs and nurse 
leaders included being productive, cheerful, and intelligent. In addition to these 
characteristics, direct-care RNs also identified being consistent as a personal style of the 
engaged RN.  
Productive. Direct-care RN and nurse leader participants described their engaged 
peers and employees as being motivated and ambitious. NL05 said that the employee she 
was thinking of was “always willing to go the extra mile.” Participants in both groups 
shared examples of engaged nurses who participated in committees and spearheaded 
projects or educational efforts on their units to make the environment better for their 





In addition to motivation and ambition, direct-care RNs also described 
productivity in their engaged colleagues as demonstrated through persistence, 
determination, and efficiency. DC04 spoke to this determination when she shared that  
her engaged colleague 
is on committees. If there’s a such-and-such committee, she gets on it, she goes to 
it. A lot of these committees involve surgeons, and they’re not terribly 
respectful—or management, who’s even worse—not respectful of the frontline 
nurses in these meetings if they let them talk at all, and she keeps going.  
 
Cheerful. Cheerfulness of the engaged RN was described by direct-care RNs as 
being demonstrated through optimism and positivity. DC07 summarized this theme well 
when she concluded her interview by stating: 
     Engaged nurses are the best. I love them. They have—sometimes they see the 
world through rose-colored glasses, but then they lend you their glasses and you 
see how good the world can be too. I love it. 
 
Nurse leaders also referred to them as being enthusiastic. Both groups identified the 
engaged nurse as being energetic and fun. DC04 and DC07 verbalized the efforts that the 
engaged nurse makes to plan and organize social events, both in the hospital during 
working hours and off-site.  
Intelligent. Intelligence was a theme that was described by both participant 
groups. Interestingly, each group used different adjectives to describe the intelligence of 
the engaged RN. Direct-care RNs described them as being perceptive, inquisitive, and 
innovative. Participant DC08 provided patient care examples of times when an engaged 
RN demonstrated this type of intelligence. She summarized her thoughts by stating:  
     An engaged nurse with that fluid way, to my—in my perception, that fluid way 
of thinking lets the engaged nurse be asked a question and be able to think of half 
a dozen things that could be going on. Whereas a not-engaged nurse may only 





Nurse leaders provided examples of their engaged employees using resourcefulness to 
demonstrate their intelligence. NL01 said of her engaged employee that “if they don’t 
know the answer they’re going to have, they’ll find the answer.” 
Consistent. A personal style of the engaged RN described by direct-care RN 
participants but not mentioned by nurse leaders was consistency. Participant DC07 
described her engaged colleague as someone whose “behavior never changes.” Their 
colleagues demonstrated a calm demeanor that was unwavering, regardless of the 
situation or circumstances they encountered in their work. DC09 said that he had “never 
seen him frustrated” and admired his engaged colleague’s “ability to not be bothered 
when things are not always going the right way.”  
Relationship building. A third theme that emerged when participants were asked 
to describe their engaged colleagues or employees was their ability to build relationships 
with peers, colleagues, patients, and their patients’ family members. Subthemes consisted 
of being caring, affable, charismatic, and fair.  
Caring. Being caring and supportive was a subtheme of the engaged RNs’ ability 
to build relationships that was described by both nurse leaders and direct-care RNs. NL01 
shared an example of this behavior when she shared how an engaged employee supports 
others: 
     It could be that they have a co-worker who may be needing some help, either 
at work or in a personal situation and they can nurture either way. They can be a 
good listener, offer advice, show support, and mentor if needed. Something as 
simple as walking down the hall, grabbing the other person’s hand. So not just 
sitting down at the computer showing how to do, you know, a simple task or 
explaining why this needs to be done. But it’s that physical component…to where 
they can walk out up to another—to that co-worker, there’s that feeling of being 





in a different way. So they’re engaged with not only the patients, but engaged 
with the staff. 
 
Affable. Engaged nurses were described by their peers and supervisors as  
being friendly and easy to talk to. Gregarious and amiable are adjectives that were 
demonstrated by exemplars provided by participants. One participant described a 
colleague as being “more personable” than other nurses with whom they work. DC09 
said of his colleague: 
     He’s also good to build relationships with patients. You know, meaningful 
relationships, which is something that I admire. So not just with patients, but also 
with his peers. 
 
NL05 described her engaged employee as “never [being] intimidating” and DC09 
described always wanting to work with this particular colleague.  
Charismatic. Charisma was a characteristic of the engaged RN that was only 
identified by direct-care RNs. DC09 stated that engaged nurses “know how to get people 
to like them, people to see them as a leader.” This belief was echoed by other direct-care 
RNs who shared stories of engaged nurses who were requested by patients and were able 
to convince lesser engaged peers to participate in projects or unit-based activities. 
Fair. Nurse leaders described their engaged staff as being fair or impartial to their 
peers, regardless of their level of engagement. NL04 stated that “the engaged staff 
member tries to treat everyone fairly, recognizing that they may not agree with 
something.” NL01 further supported this subtheme when she stated that although she 
perceived her engaged RNs as being nurturing with her peers, she was still able to hold 






Institutional commitment. The engaged RNs’ commitment to the organization 
that they worked for was a theme derived from both participant groups. Institutional 
commitment was further demonstrated by teamwork, leadership, being patient-centered, 
and loyal. 
Teamwork. The theme of teamwork appeared in response to many of the 
questions during the interview. However, regarding institutional commitment, DC04 
summarized the importance of the role of the engaged RN by sharing a story which 
demonstrated the characteristics echoed by other participants: 
     Well, for instance, there was a nurse—in nursing, they try to do these things to 
promote spirit or whatever, and so there was a competition for making a nurse 
video. So I saw that and was like “Oh, my god,” and she saw that, and she was 
like “Let’s do this. We can win this.” And she got the nurses from the OR, the 
PACU and the ASU all together to do this project, and she made it fun, and it 
made everybody work together, and it made you proud that you were part of the 
OR.… 
 
Direct-care RNs shared examples which highlighted their peers’ ability to be inclusive, 
such as the story shared above by DC04, to advocate for their institution, and to be 
proactive. 
NL02 referred to the engaged employees as being “selfless” and described how 
their teamwork contributed to the unit and organization as a whole: 
     People recognize that that individual is in it for a reason that is most often in-
line and congruent with everyone else’s purpose for being at work. So, I am going 
to be available to help her when she needs help because she is always available to 
help me when I need help, or she finds a way to get me the help that I need if she 
personally can’t do it, and so you tend to see this engaged subset build this very 
intricate weave of social support for one another at work. But the best part is they 
tend to be so selfless that even the individuals that are not part of that woven 
support system, they will still not hesitate to give them the help that they need, 






Leader. The engaged RN is described by their peers and nurse leaders as having 
leadership qualities. They were described as being accountable to their organization and 
taking ownership of problems, often through leading committees and projects. DC09 
stated: 
     But when he’s there, you can see takes ownership. And there’s a sense that 
there’s leadership and people don’t feel that, “Oh, I’m going to be alone.” And he 
also takes ownership on the outcomes. 
 
Similarly, NL02 talked about the value to everyone of having engaged nurses exhibit 
these leadership qualities when he stated that they recognize 
that the work that you do is first and foremost about who you do it for, and in 
many ways she portrays many principles of servant leadership and that whole idea 
of servitude for the benefit of others, and honestly if I then try to correlate that 
with individuals that I feel like are on the higher end of the engaged spectrum, it 
is that. These are not individuals who are in it for their own personal gain and 
benefit as a number one priority. They’re in it for the potential to maximize the 
benefit for everyone around them and then maybe themselves. 
 
Specific details regarding the extra-role commitment that the engaged RN participated in 
are further described in the findings associated with Questions 4 and 5. 
Patient-centered. Both participant groups verbalized the importance of patient 
care in the identification of an engaged RN. Many exemplars were provided that 
demonstrated how caring, compassionate, respectful, and considerate these nurses were 
to their patient and their loved ones. NL06 summarized these characteristics in her 
description of the engaged nurse: 
     The people that I think that are most engaged as RNs are people who, when 
they enter the room with the patient, they’re totally focused on the patient. 
They’re really paying attention to the patient. They’re listening to the patient. 
They’re not just there to do their task and then out the door. They’re really taking 
the time to really connect with the patient. They really look at the patient as a 





lack of support, so it’s more than just their diagnosis. And they do the extra things 
that make a person feel cared for and important. 
 
In addition, they were described to be conscientious and proactive and to advocate for 
their patients. DC07 recalled her engaged colleague as someone who “oftentimes…stays 
over late trying to provide the best care for the patient, trying to cross Ts, dot your Is.” 
This participant also spoke of being an advocate as a characteristic of an engaged RN by 
stating: 
     Now, when I think of a person who is engaged with the patient and patient 
safety, that person is a very strong advocate, making sure that person doesn’t get 
pushed out before they are ready or they notice something that should be followed 
up on by the physicians.…  
 
Loyal. Loyalty to the institution was a theme that only a few participants within 
the nurse leader group shared. NL04 depicted this by stating: 
     I think the fully engaged person is smart enough to realize that there may be 
problems here, but they’re the problems that are everywhere else, and so they are 
more willing to hang in there through difficult times knowing that the unit ebbs 
and flows. This has happened before, and they’ll stick it out. 
 
NL05 shared a similar sentiment by comparing institutional loyalty to being a sports fan 
and supporting one’s team, regardless of whether it is winning or losing. Of the engaged 
RN, she stated: 
     You have to be loyal. And I think that’s a big piece of it. Not just loyal when 
you need to be, but loyal a hundred percent of the time, and I think that’s sort of 





The second question presented to the participants was “Tell me about the 
resources that an engaged colleague has that perhaps those less engaged colleagues do 





resources, which Bakker (2011) considered to be the antecedents to work engagement in 
his evidence-based model. See Table 5.2 for a complete list of themes, subthemes, and 
associated attributes. 
Table 5.2 
Question 2 Themes, Subthemes, and Associated Attributes 
Question 2 
Direct-care RN participant responses are in bold 
Nurse leader participant responses are in italics 
Reponses that were provided by both participant groups are in bolded italics 






 Personal Style  Productive, Affable, Charismatic, 
Leader, Emotional Intelligence, 
Intelligence, Fair, Confident, Personal 
Values 
Job Resources Supervisory 
Feedback 
Frequent, Informal, Confidence, 
Autonomy, Seeks feedback, Investment 
 Peer Support Network, Respected 
 Patient Feedback  
 Autonomy Resourceful, Confident 
 Experience  
 
 
Personal resources. Personal resources described by participants included 
external pressures and personal style. When discussing external pressures, participants 
alluded to the fact that the colleagues and employees they thought of when they were 
asked to recall an engaged RN were those who did not have circumstances at home which 
prevented them from spending extra time at or on their work. Having small children or 
being in school were examples provided of external pressures that may have impacted 





Personal style. Many of the personal style characteristics mentioned in Question 
1, such as productiveness, intelligence, being affable, charismatic, fair, and having 
qualities of leadership, were also shared as personal style attributes that the participants 
viewed as personal resources for the engaged RN. Some additional attributes presented in 
this discussion were new, such as emotional intelligence and confidence. DC09 stated, 
“So I admire that and it’s something that I try to emulate in every way; to have that same 
confidence and be willing to go above and beyond what the job requires.” Both DC09 
and NL02 mentioned emotional intelligence as a personal resource that the engaged nurse 
brought to the table. NL01 stated that she believed “it’s their personality. Maybe the way 
they were raised. Maybe it’s their own personal values.” This thought was echoed in a 
similar statement by DC06. 
Job resources. Work-related resources that participants thought of when asked to 
think of an engaged nurse included feedback from their supervisor and patients, peer 
support, autonomy, and experience.  
Supervisory feedback. Participants from both sample groups agreed that engaged 
nurses received feedback from their supervisors differently than those less engaged 
nurses. When asked to describe the difference in the feedback, NL01 stated that she 
provided feedback “on the fly in real time” to her engaged nurses, as compared to just 
during formal evaluation times. DC08 stated that the feedback was different for engaged 
nurses because 
in order to be engaged you have to be open. You have to be open to 
communication, you have to be open to feedback.… The engaged nurse is, like, 
“Okay, give it to me.” You know, “Tell me what you think.” And they appreciate 
honesty and directness, not being mean, but, you know, they appreciate that direct 





NL03 echoed this sentiment from the perspective of a supervisor by stating: 
     It’s easier to give feedback to a more engaged employee because they’re 
hungry for it. They want to hear what you have to say and they seek it out from 
you sometimes more than the less engaged. 
 
Peer support. When asked about peer support, most participants immediately 
began talking about ways that engaged RNs supported their peers. The intent of this 
question was to understand if having the support of their peers was a resource for 
engaged nurses and required redirection during almost all interviews. After reestablishing 
the direction of the question, both direct-care RNs and nurse leaders stated that engaged 
RNs had a larger social network and were highly respected by their peers. DC04 stated: 
     People react to her a little differently because a pleasant person, you’re 
inclined to react pleasantly, and somebody who’s griping because they’re at work 
again, either you join in the complaining or you just distance yourself. So socially 
she probably gets more support because she’s trying to build it. 
 
However, at least one participant in each group commented that peer jealousy was also 
demonstrated toward engaged RNs from some of their colleagues. For example, NL03 
stated, “I think in some groups the engaged employee will be seen as threatening, as a 
threat to others because you’re engaged.”  
Autonomy. Both direct-care RNs and nurse leaders spoke of the importance of 
autonomy as a resource for the engaged nurse. DC09 shared that “autonomy is important. 
I mean, nurses, one, we love flexibility.” NL02 stated that engaged nurses “tend to be 
more adaptable to autonomy levels,” functioning within the constraints of what was 
afforded to them in their roles. Of the engaged RN, this nurse leader said:  
     They seek input as they need it, they seek guidance as they need it, they ask 
questions as they have them, but they are much more likely to be able to function 






DC03 pointed to the engaged nurses’ resourcefulness as a factor in their ability to be 
more autonomous in their role, stating: 
     You do have those resources where people recognize your face and you have 
connections in other areas of the hospital so that you’ve made those connections 
and if you need something or you need to find out information you have those 
people you can phone to get that maybe. 
 
Experience. Work-related experience was considered to be a job-related resource 
by direct-care RN participants. An example of this belief was given when DC05 shared: 
     I think the engagement part, you get better with it, the more, the longer you are 
a nurse, because I think it’s something that…that takes a little bit of experience to 
kind of get good at, and just be like a natural thing.  
 
DC06 agreed with this thought, stating that engaged nurses do not have access to 
additional resources, but that the “advantage” they have was experience.  
Patient feedback. DC09 was the only participant who mentioned patient feedback 
as a job-related resource. DC09 stated that engaged RNs will know their patients well and 
patients will “keep complimenting the nurses who are doing a good job.” This feedback 
was thought to help the engaged nurse to maintain their motivation.  
Question 3 
The third question presented to the participants was a two-part question. The 
initial question asked participants, “Can you think of any job-related demands that your 
engaged colleague/employee experiences, or conversely, doesn’t have?” Responses to 
this question were synthesized into two themes, mental and physical demands. The 
framework utilized for this study posited that high demands increase the effect that the 
employees’ resources have on their work engagement and job performance (Bakker, 





colleague/employee respond differently to job demands when compared to less engaged 
peers?” This part of the question sought to determine whether the engaged employees 
responded positively or negatively to any increased demands that may have been present. 
Table 5.3 provides a complete list of themes, subthemes, and associated attributes. 
Reponses from both participant groups were very consistent for this question.  
Table 5.3 
Question 3 Themes, Subthemes, and Associated Attributes 
Question 3 
Direct-care RN participant responses are in bold 
Nurse leader participant responses are in italics 
Reponses that were provided by both participant groups are in bolded italics 
Themes Sub-themes Associated Attributes 
Mental Demands Draining Overwhelming, Exhausting 
 Accountability Personal Investment, Ambitious, 
Active, Informal Leader, Dependable 
Physical Demands Time Investment Staying late, Skipping lunch, Working 
at home, Coming in while off 
 Additional 
Workload 




Coping Skills Adaptable, Reflective, Efficient, 
Proactive, Resilient, Composed, 
Confident, Job crafting, Organized 




Mental demands. All participants stated that there were increased mental 
demands incurred by engaged RNs. These mental demands were thought to be a result of 
the engaged nurses’ feelings of “ownership” to ensure that they were doing everything 
they could to perform well in their role. 
Draining. One participant described these mental demands as being “draining.” 





must be “exhausted” at times. DC07 shared a vignette about an engaged colleague who 
took care of a difficult patient: 
     It’s hard to watch your colleagues emotionally go through it, and you—
because we didn’t take care of this patient and it comes to a point where that 
family requests that nurse all the time, and the nurse will never say no, but the 
nurse will never say how much it just drains her emotionally, and it takes a toll. 
 
The personal investment put forth by such employees is the essence of what makes their 
peers and leaders consider them engaged, but as stated by DC09, “sometimes it can be 
overwhelming.” 
Accountability. One participant, DC07, clearly stated the personal investment that 
the engaged RNs made by stating:  
     This is our home. We’re responsible for our home. This is where we are and 
this is what we do, so you have to prepare if something goes bad, if something 
goes right. It’s like, you want to celebrate it, and you want to congratulate, and 
you want to mourn, and you want to be sad with your family, basically.  
 
Both direct-care RNs and nurse leaders shared their feelings that engaged nurses were 
ambitious, which led to their need to take accountability for projects within the 
organization. NL03 spoke of a nurse who volunteered to teach birthing classes in the 
evenings after her shift. As a supervisor, NL03 was able to depend on this nurse to take 
on roles within her department as an informal leader because she was so ambitious and 
invested. 
Physical demands. The perceived physical demands that were sustained by the 
engaged RNs by their peers and leaders were assigned to subthemes associated with 
investment of personal time and taking on additional workload.  
Time investment. Time investment included stories told by both groups of 





considered herself as being engaged, talked of the time investment component in relation 
to creating a presentation: 
     But it’s going that extra mile to do things outside of your bedside. To take that 
time. Like, I printed off some stuff. I’m going to do a presentation, I hope…by 
next year about something that’s very near and dear to me. And, I took the time 
the other day to go to the library and I ask them to do a lit search for me, and I 
went in this morning and printed all the articles out, so now I’m going to be doing 
this from home. That’s my extra stuff. You know, but that’s because I want to. I 
want to be able to present on something that’s near and dear. So I’ve gone above 
and beyond what I’m gonna do at the bedside this week, because I have to read 
things at home, and, and kind of start doing things at home. 
 
In addition to coming in on off days and staying late, direct-care RNs also stated that 
engaged nurses committed additional time to work by staying late after their shifts and 
skipping lunch.  
Additional workload. Similar to time investment, both participant groups shared 
the belief that engaged nurses absorbed an additional workload above what their lesser 
engaged colleagues carried. Much of this extra work was associated with leading or 
attending committees and meetings on their unit or throughout the organization. Other 
work included doing research or investigating evidence-based practices and education.  
Education was discussed in terms of both the engaged RNs seeking continuing 
education to further their own practice, and also producing or providing education to their 
peers and/or patients. DC03 provided an example of this about her colleague: 
     I think about a nurse that I work with that is in charge of—does educational 
activities and she’ll come in and she’ll work through the night doing what’s our 
education for the month going to be, who’s going to present it, how are we going 
to present it, what should the topics be, making med boards that hang in our med 
room that’s a drug of the month, what are the interactions, what’s the method of 







The engaged nurses were also recognized for taking on the additional work 
associated with being a resource for their peers and supervisor. Many of the direct-care 
RN participants provided stories about their engaged colleagues being the “go-to” person 
when someone on the unit had a question or needed help. NL03 said of the perception of 
this: 
     Absolutely because leaders and other coworkers are going to go to that person 
that is more engaged because you know or you perceive that you’re going to be 
able to count on them.  
 
Response to demands. Engaged nurses are perceived to respond to the additional 
mental and physical demands associated with their engagement through a multitude of 
coping skills and tapping into their ability to encourage teamwork. These two subthemes 
were expressed by both direct-care RN and nurse leader participants.  
Coping skills. Coping skills used to describe the engaged nurses’ response to such 
demands included their ability to be adaptable, composed, and resilient. A statement 
made by DC06 described this when speaking about the perspective of the engaged nurse: 
“Okay, yeah, I’m busy, but I’ve been doing it for a hundred years, so I can go get it and 
come back and fall right back into place.” Another coping skill illustrated by NL06 
involved the engaged nurses’ ability to job craft, as described in Bakker’s (2011) 
evidence-based model of work engagement. They described engaged nurses as being  
able to 
add to their own sense of self-worth by being able to help others.… I think they 
get something for themselves out of being that person that helps others. And I 
think that doesn’t wear people down.    
 
Teamwork. Teamwork is another subtheme that emerged when asked about the 





groups spoke of the caring and compassionate nature of the engaged RNs when it came to 
offering support to their colleagues when needed, regardless of their own workload. 
DC09 demonstrated this belief by sharing this perception of a colleague: 
     He’s also willing to help others, even when I think sometimes they place 
unnecessary demands on him. Because you are very, very, “Oh, can you do this 
for me? Can you do this for me?” I’ve never—one of the things I’ve always told 
myself, at some point, you have to learn to say no. But he’s one person who I’ve 
never heard say no.… 
 
Direct-care RNs and nurse leaders described the teamwork offered to engaged nurses as a 
way they cope with additional job demands. DC09 talked about the ability to “trade off” 
tasks when the engaged nurse was asked to help their peers, but had a full plate of their 
own. NL02 echoed this perception when talking about an engaged employee’s response 
to demands:  
     So, I am going to be available to help her when she needs help because she is 
always available to help me when I need help, or she finds a way to get me the 





The fourth question presented to the participants was also a two-part question. 
The initial question asked participants to “Describe your engaged colleagues/employees 
workload compared to that of less engaged colleagues/employees?” Responses to this 
question were synthesized into two themes, extra-role workload and patient care 
workload. The second part of the question asked participants, “How does the amount of 
time your engaged colleague/employee spends at work compare to your less engaged 







Question 4 Themes, Subthemes, and Associated Attributes 
Question 4 
Direct-care RN participant responses are in bold 
Nurse leader participant responses are in italics 
Reponses that were provided by both participant groups are in bolded italics 
Themes Sub-themes Associated Attributes 
Extra-Role 
Workload 
Committees Leading, Participating 
 Research/EBP  
 Education Precepting, Presenting, Professional 
Development 




Care Delivery Attentive, Holistic, Collaborative, 
Conscientious, Educator, Touch, 
Advocate 





time at/on work 
Doing work at home, Coming in on 
your day off, Staying late, Giving up 
lunch, Mental preparation for work 
 
Extra-role workload. When asked to describe the engaged RNs’ workload 
compared to that of lesser engaged RNs, all of the participants spoke of work beyond the 
expected direct patient care workload. Most examples of extra-role work were redundant 
from the responses provided in Question 3 and included committees and meetings, 
research and EBP, and education.  
Committees and meetings. Many of the participants from both sample groups 
spoke of the engaged nurses’ participation in committees and meetings. Examples of 
committees mentioned included those that were specific to their unit, such as 





committees such as the wound committee. DC08 shared a perception on this topic by 
stating: 
     Like, I think an engaged nurse would be more apt to be on a committee and be 
an active participant in a committee and that means coming to meetings on your 
day off and doing work at home. 
 
DC01 spoke of the engaged nurses’ willingness to expend the additional effort required 
to be active participants in these committees by coming in on their day off. They shared 
their belief that the recent availability of alternative participation via conference call-ins 
has made it less burdensome for engaged nurses to contribute at the level they would like.  
Research and evidence-based practice. Both direct-care RN and nurse leader 
participants made mention of the engaged nurses’ willingness and desire to stay current 
with the literature related to their field of practice. These nurses were said to spend 
additional time reading articles and researching new practices for possible 
implementation. When asked for examples of things that the engaged nurses did that 
contributed to the perceived additional workload, NL02 stated: “Sometimes it’s 
skimming the literature to see if there is an evidence-based practice that shows how we 
can improve an outcome we may be struggling with.” DC03 shared that it was through 
reviewing the research that the engaged nurses they had called to mind had become the 
“expert” on the unit for clinical management of patients with complex care needs. 
Education. The engaged nurse was perceived to be someone who valued 
education. Education was discussed by participants both in terms of engaged nurses 
attending trainings and seminars to advance their own knowledge and providing 





RN, captured both sides of the coin related to education, taking on additional work to 
learn and to teach others: 
     So if you enjoy what you do, one, you develop a lot of skills that a lot of other 
people may not bother. If there’s a training, you’re the first one there. If there’s a 
new equipment that’s coming up, you want to know…. I love training other 
people. But that means the people who haven’t been trained are assigned, then 
you will be called fifty times because you’re the only one on the unit who knows 
how to operate that machine. But to me, that’s not a bad thing. I wanted to know. 
 
Social events. An additional topic that had not previously been mentioned but was 
now mentioned by both direct-care RN and nurse leader participants was the engaged 
nurse role in coordinating social events for their units. DC07 talked about her engaged 
colleague organizing activities with her colleagues outside of the hospital to include 
bowling. She also coordinated potluck events on the unit for those who could not find the 
time to attend activities outside of working hours.  
One nurse leader stated that she did not believe that an engaged RN had to 
commit to or take on extra-role work in order to be perceived as engaged. NL03 stated: 
     You can be engaged without doing extra things. I think that looks like an 
excitement, an enthusiasm. So even if we’re all doing the very same thing, I think 
someone that is more engaged is more enthusiastic about it and outwardly shows 
an enthusiasm versus a “I’m just going to do it.”  
 
Patient care workload. In the initial interview guide, no questions were included 
in the interview specific to patient care. However, during the first interview, with 
participant DC01, the researcher noted that many of the examples provided in response to 
the questions posed were related to patient care. After reviewing the interview notes, the 
researcher added a question to each of the subsequent interviews asking participants if 
they felt the patient care provided by engaged nurses was different from that of their 





Care delivery. Participants described engaged RNs as being attentive to their 
patients’ needs and providing holistic care. This was most eloquently described by DC01 
who shared a story of a patient for whom they had previously cared: 
     But when I look up patients, I’ll look up where they live, sometimes who they 
live with. Which I think is important when you take care of a patient. I find out if 
they have any animals, any critters, ummm. I found out that one lady was in the 
hospital and she was worried about her pet rabbit at home. Nobody was there to 
feed him or take care of him. So we were trying to find out how we can help her, 
get her landlord, or get somebody in and, you know but this lady is going to be 
there for a reason of being ill but now mentally she’s very upset about her pet, so I 
want people to think outside the box of bedside nursing and just go in and give the 
patient a pill and do a treatment and walk out. That I think they should know who 
they’re taking care of. And I want that some day when I leave this institute and 
retire, God willing, I want to be able to have left that behind to make people 
understand that you need to do more to know about your patient than just their 
vitals and diagnosis.  
 
Other participants described the engaged nurse as someone who takes the time to 
collaborate with other disciplines to advocate for their patients. 
Communication. In addition to the perception that engaged RNs deliver 
exemplary care to their patients, participants shared a belief that they also communicated 
differently with them. NL03 described it as feeling like the engaged RN was more 
“present” when they were with the patient. DC05 shared this perception and stated: 
     I think that the family, the nurse that turns to them and is not doing anything 
else except talking to them probably sees them you know, as engaged, as like 
caring, as really getting to know them and taking the time to explain things, 
probably feel very comfortable with that nurse taking care of that family when 
they’re not in the room. 
 
Personal time investment. Despite being mentioned by many of the participants 
in response to Question 3, the amount of time spent at or on work was revisited in the 





Spending more time at or on work. The responses regarding whether the engaged 
nurse spent more time at or on work-related activities were mostly redundant from 
previous responses. All participants agreed that engaged nurses did give time beyond 
their regularly scheduled hours to completing work. They did this by working on projects 
or assignments while at home, coming in during days off, staying late, and skipping 
breaks. One additional characteristic was mentioned in response to this question by DC07 
which had not previously been discussed: 
     I think the more engaged nurse does take probably a little bit more time to 
prepare for work because they go in with a mindset of taking great care of their 
patient. They go in with the mindset of okay, if I have a train wreck, I’m going to 
address my patient first, and then I have to talk to their family, so they have to 
mentally prepare…they have to mentally prepare, or else they’ll get caught off-
guard, and I don’t think an engaged nurse likes to be caught off-guard. You like to 





The fifth question presented to the participants was “Tell me about the activities 
that your engaged colleague/employee participates in beyond their direct patient care 
workload.” The intent of this question was to ascertain if the participants perceived that 
engaged nurses participated in more extra-role behaviors than lesser or non-engaged 
nurses. Extra-role work had been demonstrated in the literature to be a manifestation of 
work engagement and also to contribute to increased job performance (Bakker & Leiter, 
2010; Gallup, 2017b; Harter et al., 2002), which is a component of Bakker’s (2011) 
model. Responses to this question were synthesized into five themes, each of which 
described a type of extra-role work that the engaged nurse was perceived to be involved 





related work, education, projects, and leadership activities. See Table 5.5 for a complete 
list of themes, subthemes, and associated attributes. 
Table 5.5 
Question 5 Themes, Subthemes, and Associated Attributes 
Question 5 
Direct-care RN participant responses are in bold 
Nurse leader participant responses are in italics 
Reponses that were provided by both participant groups are in bolded italics 
Themes Sub-themes Associated Attributes 
Committees/Meetings Unit-Based  




Education Preparing/Presenting Patient education, peer education, 
competencies 







 Team-building Social events, Celebrations 
Leadership Role model Encourage peer participation, 
Clinical resource for peers, Magnet 
Champion, Advocate 





Committees/Meetings. As was discussed in the responses to both questions three 
and four, all of the participants identified that the engaged nurse is actively involved in 
committees and meetings. These involved hospital-wide committees and unit-based 
meetings, such as staff meetings.  
Unit-based. Committees and meetings at the unit level mentioned by participants 





staff meetings. Some participants mentioned that participation in unit-based committees 
and meetings may be mandatory on their units. Despite this, they still perceived that the 
engaged nurse was more invested in and involved in the committee than other nurses. 
DC05 summarized this belief by stating: 
     So I think the difference is an engaged nurse not only shows up to the 
meetings, but maybe participates or takes on some type of role, or volunteers to, 
you know, do a certain task in that council. Versus the not engaged nurse just kind 
of shows up, so it like, you know, they get the checkbox in the attendance.  
 
Hospital-wide. Many of the participants from both sample populations gave 
examples of hospital-based committees when asked to describe the engaged nurse, or to 
discuss the additional workload taken on by that person. These included the hospital 
product review, aesthetics, policy, research, and wound care committees. DC09 explained 
why the engaged nurse was so active in these committees when speaking about self who 
was also considered to be engaged: 
     Oh, joining counsels, joining, you know, volunteering for every—like we have 
wound care, we have falls, we have research. I volunteer for the research council 
and it’s a lot of work outside of what we do. But I feel it will make me a better 
nurse, and to allow me to grow. 
 
Policy and procedure. Participants from both the direct-care RN and nurse leader 
samples made mention of the engaged RN as being involved in the development or 
review of policies and procedures throughout the hospital or on their unit. The 
involvement of the engaged nurse in the responses ranged from NL03’s comments about 
developing policies, to NL02’s acknowledgment of the engaged nurse staying current 





DC07 shared that the engaged nurse she was thinking of took ownership of and 
advocated for the implementation of existing policies and held her peers accountable for 
ensuring that procedures were being adhered to on the unit. 
Education. The perception that engaged nurses participated in educational 
activity beyond their direct patient care workload was another theme that crossed both 
participant groups. Direct-care RNs and nurse leaders both identified professional 
development and providing education to and mentoring their colleagues as behaviors 
undertaken by the engaged nurse.  
Preparing and presenting education. NL02 recalled that the engaged nurse being 
thought of might spend some extra time “pulling together a presentation for an in-
service.” Meanwhile, NL06 identified educating the patient as another behavior that the 
engaged RN demonstrated, stating, “They’re using their expertise to help develop 
different communication tools or educational tools that could be used by the patients. 
Things like that…” 
Mentor. Both direct-care RN and nurse leader participants described engaged 
nurses as sharing their expertise with their colleagues. Both DC05 and DC08 stated that 
the engaged RNs they were thinking of were always trying to help newer nurses, 
checking on them and “taking an opportunity to teach, show, learn, communicate.” NL05 
shared that the nurses being thought of were “always mentoring others” as well. Although 
none of the nurse leaders mentioned precepting, DC03 shared that the engaged nurse was 





Professional development. Participants from both sample populations spoke of 
engaged nurses as individuals who took steps to further their education or advance their 
knowledge-base or skill set. DC06 said of herself: 
     If it’s a seminar or something that’s dealing with the patient population that I 
deal with, I’m interested in going, and I think a few nurses feel that way as well. 
To me, I don’t get how, if this is what you do—if an opportunity comes up, stroke 
seminar or whatever, I always ask “Can I go?”  
 
DC05 stated that: “I think it’s people who have, furthered their education, whether it’s 
with degree or maybe certifications.” Both NL07 and DC05 shared a belief that engaged 
nurses are more likely to be certified in their clinical area.  
Projects. Engaged nurses were perceived to be involved in projects within their 
units or elsewhere in the hospital. Examples of projects shared by participants included 
performance (PI) and quality improvement (QI) initiatives and social events.  
Performance and quality improvement projects. NL04 stated that engaged nurses 
advocate for the hospital and their unit through their involvement in PI and QI projects. 
Although many of the participants discussed the engaged nurses’ involvement in projects, 
this participant also verbalized the importance of their support of ongoing initiatives: 
     It’s actively participating in the initiatives, whether or not they lead them, but 
if we say we’re going to do bedside report, it’s actually doing that and not 
speaking out against it or not participating in that, but they are participating 
willingly in initiatives that the hospital is leading. 
 
DC04 identified engaged nurses as one who spent any free or “down” time they might 
have during their regular shift working on such projects versus the non-engaged nurses 
who “hide in their room and surf.” 
Social events. Participants also spoke of the engaged nurses’ involvement in 





activities and social events. DC07 mentioned that the engaged nurses they were thinking 
of often tried to coordinate events outside of work to build comradery among colleagues, 
but understood that due to other life obligations, not everyone could make those events. 
In an effort to be inclusive, they also coordinated potlucks on the unit for those who were 
unable to participate in other events. A statement made by NL06 summarized these 
attributes inclusively: 
     They’re a team person. They’re engaged and interact casually and formally 
with their coworkers. They’re involved in and volunteer to be part of projects or 
initiatives that are going on in the unit or across the organization. They’re finding 
those extra things that the unit, or the nurses, or the staff in general can do to 
improve the care of the patient.… They’re making plans to maybe do something 
as a group outside of work, or they’re talking about a project that’s going on in 
the unit.  
 
Leadership. Although many of the aforementioned themes from Question 5 
demonstrate the perceived informal leadership of the engaged RN, participants spoke of it 
directly in response to queries about the behaviors of the engaged RN. They shared 
behaviors related to leadership such as being a role model, fulfilling the role of the charge 
nurse, and, as mentioned in the discussion of previous questions, chairing committees or 
leading projects. 
Role model. Both participant samples believed that engaged nurses were role 
models and advocated for their peers, patients, and the organization. Direct-care RN 
participants spoke of engaged nurses encouraging their peers to become more involved 
and actively advocate for themselves and their patients. DC07 summarized this well in 
this statement:  
     She helps facilitate us by—she tries to encourage us to get in committees, 
make sure we advocate for our patients and ourselves, because if we don’t take 





sure that our patients have the best care that we can give with regard to, okay, do 
we have all of the meals? Are there enough Chux pads? We don’t have enough 
tables. I mean, we don’t have enough side bedside tables, we don’t have enough 
chairs to mobilize our patients, because we’re an eight bed unit, and most of our 
patients are bedridden, and we have maybe like four chairs to get everybody up, 
you know, early mobility, and she was like, “No, we need more chairs, we need 
more this in order for us to take care of our patients properly, we need this.” 
 
Another leadership behavior identified only by the direct-care RN was the 
engaged nurses’ role in the institution’s journey to Magnet excellence. DC09 stated: 
     We’re trying to go Magnet now. Anything I can do to help that effort. You 
don’t have to tell people. They will volunteer, because they feel appreciated, and I 
think appreciation encourages engagement. People always want to say, “I saw that 
mistake. I caught it. I helped the organization.” 
 
Charge nurse. Both direct-care RNs and nurse leaders shared that their engaged 
peers and employees often assumed the charge nurse role on the units in which they 
worked. DC06 pointed out that being engaged and being a charge nurse are not exclusive 
of one another. There can be engaged nurses who are not charge and charge nurses who 
are not engaged. They continued on to point out, though, that when an engaged nurse is 
in a charge role, the role is implemented differently. DC06 shared that engaged charge 
nurses would come out of the office onto the floor to check on their team, saying things 
like, “Hey, I know you’ve only been a month off orientation. How are things? How can I 
help you?” NL07 echoed this belief by stating that the engaged employee they had in 
mind ran charge almost every time they worked and were noted to check on their peers 
more often than other charge nurses. 
Question 6 
The sixth question asked of the participants was “How do you think your engaged 





aimed at understanding if there was a perception among the participants regarding 
whether the engaged RNs knew that their engagement contributed to a benefit for the 
organization. Overwhelmingly, participants in both groups believed that the engaged 
nurses were aware of their own engagement and its impact on the outcomes to the 
organization. Only three participants, two direct-care RNs and one nurse leader, stated 
that the engaged nurses they were thinking of were more likely to think of their impact 
only on the patient and not on the organizational level at all. Responses to this question 
were synthesized into two themes outlining the perception of the impact that the engaged 
nurses believed they contributed to the organization at the level of the patient and the 
institution. See Table 5.6 for a complete list of themes, subthemes, and associated 
attributes. 
Table 5.6 
Question 6 Themes, Subthemes, and Associated Attributes 
Question 6 
Direct-care RN participant responses are in bold 
Nurse leader participant responses are in italics 
Reponses that were provided by both participant groups are in bolded italics 
Themes Sub-themes Associated Attributes 
Patient-centered Global Thinking “for the greater good” 
 Drive Change  
Institutional Pride  






Patient-centered. Several of the participants from both sample groups spoke of 





the institution. The engaged nurses were described as being “global thinkers” and 
wanting to drive change to improve outcomes for their patients.  
Global thinking. NL06 talked about the global impact of the work of the engaged 
nurse when stating: 
     I think people that are engaged—as I said earlier, I think they’re the people 
who have the capacity to give to others and see giving to others as a value, not 
only to that person or those persons, but to some larger sense of good. 
 
DC07 shared a similar belief when stating: 
 
     If you take care of the patient and you take care of the family, you are taking 
care of the organization.… We see people. It’s like, if I take care of this family, 
the numbers will be good, they’ll be pleased, and eventually it will get to the top, 
and the hospital will have the numbers they want. 
 
Drive change. Both direct-care RN and nurse leader participants shared a 
perception that the engaged nurse was not someone who came to work to “collect a 
paycheck.” Engaged nurses were there because they believed in the work they were doing 
and wanted to make a difference in healthcare. DC01 spoke of the hospital’s advanced 
clinical excellence (ACE) career ladder program for nursing: 
     The nurses that are the ACE nurses aren’t just doing it I think to be an ACE 
nurse or to get the couple cents difference or whatever in your paycheck, they do 
what I think because they want to make a difference with the institution 
 
NL02 shared that regardless of at what “level” the work was occurring, it 
“ultimately always come[s] back to the patient at the end of the line.” DC07 shared a 
belief that was the reverse of NL02’s, stating: 
     If you take care of the patient and you take care of the family, you are taking 
care of the organization.… We see people. It’s like, if I take care of this family, 
the numbers will be good, they’ll be pleased, and eventually it will get to the top, 






Institutional. Engaged RNs are perceived to have a clear understanding of the 
impact that their efforts have on the organization for which they work. This was 
described by the study participants as pride in their work, loyalty to their profession and 
organization, and alignment of their own personal mission and vision with those of the 
institution. As DC06 said of engaged nurses, “They seem like they’re more vested in the 
organization. They want to make a difference with the institution, and they want to make 
a difference in policies.”  
Pride. Direct-care RNs were the only participants who mentioned pride as a 
manifestation of the engaged nurses’ work. However, multiple direct-care RNs 
referenced pride in their responses to this question. DC01 gave an example of the work 
that has been encouraged of many nurses to contribute to the organization’s Magnet 
journey: “I mean, it’s not something that’s going to reflect in my paycheck, but it’s 
something that’s going to make our place stand out more and that’s what we’re proud of.” 
Loyalty. Loyalty was a characteristic that only the nurse leader participants 
mentioned. Multiple nurse leaders discussed loyalty to the institution as a behavior of the 
engaged nurse. NL04 stated that any nurse can be loyal to his or her profession or 
organization, but said this of engaged nurses: 
     So I think they’re dedicated. I don’t think it’s about financial incentive to 
them. I think they truly care about other people. I think they truly care about the 
organization they work for. 
 
Mission and vision alignment. Mission and vision alignment between the 
employee and the organization with which they work has been widely studied in the 
literature and thought to be a driver of engagement (Bakker & Leiter, 2010; Bjarnadottir, 





Maslach & Leiter, 1997, 2008; Maslach et al., 2001; Rivera et al., 2011). Only one of the 
nurse leaders interviewed discussed this phenomenon as an attribute of the engaged 
nurses they were thinking of. Of this, NL03 said: 
     I think they have the mission, the vision, the purpose. I think engaged 
employees and this nurse in particular sees the purpose. She sees her purpose and 





The seventh and final question asked of the participants was “Can you give me an 
example of a way that your engaged colleague creatively problem solves that other less 
engaged colleagues may not do?” This question was related to the “feedback loop” of 
Bakker’s (2011) framework which contributed to “job crafting” (p. 268). Bakker defined 
job crafting as the employees’ ability to draw on their resources in response to their 
demands to create a work environment that fits their knowledge, skills, and abilities. 
When all components of the model are present, the engaged employees will utilize job 
crafting to create additional resources and re-feed the cycle.  
Bakker (2011) described engaged employees as individuals who “actively 
change” their work environment if needed. NL06 captured the essence of Bakker’s 
definition of job crafting when asked whether engaged nurses felt the burden of the 
perceived additional workload: 
     No, I think they get more out of it. I think they feel better about their day at 
the end of the day. I think that, unintentionally, they’re getting something out of it 






The responses to this question were synthesized into three themes: being resourceful, 
accountable, and utilizing their own personal style. Table 5.7 provides a complete list of 
themes, subthemes, and associated attributes. 
Table 5.7 
Question 7 Themes, Subthemes, and Associated Attributes 
Question 7 
Direct-care RN participant responses are in bold 
Nurse leader participant responses are in italics 
Reponses that were provided by both participant groups are in bolded italics 
Themes Sub-themes Associated Attributes 
Resourceful Creative “think outside the box” 
 Data Driven  
 Experienced  
 Networking Collaborative, Deference to 
expertise, Persuasive 
Accountability Proactive Motivated 
 Autonomous  








Resourceful. When asked about the engaged nurses’ ability to problem solve, 
having access to and using available resources were the most common responses from 
both participant groups. Available resources included people, data, and past experience.  
Creative. Responses stating that engaged nurses were able to creatively problem 
solve by “thinking outside the box” were common. NL07 stated that the engaged nurses 
they were speaking of were able to more creatively problem solve “because they think 
more out of the box. They know who their go-to people are to try to push the edge of the 





Data-driven. Only one direct-care RN participant, DC08, identified the use of 
data as a resource for the engaged nurse to problem solve. They stated that the nurse 
would identify a problem and form a “focus group” to get more information. The nurse 
would then “collect data about the problem” while working towards a solution.  
Experienced. Another subtheme to problem solving identified only by direct-care 
RNs was previous experience. Multiple participants from this group stated that the 
engaged nurses they were thinking of had many years of experience. They believed that 
this was a benefit to them in terms of knowing “who’s who” in the hospital and who to go 
to for specific issues. DC06 captured this belief by stating, “And that’s me with 
experience because I know if I need something, this person will help me.” 
Networking. Many of the participants spoke of the engaged nurses’ ability to 
engage colleagues from other disciplines or other departments to help solve a problem. 
NL02 stated that the engaged employee tends to be more autonomous and self-sufficient 
with problem-solving. NL07 also spoke of the persuasive nature of the engaged nurses’ 
network to help with problem solving:  
     Just in terms of persistence, of so as charge you got people in the back hall, 
you’ve got people out front. She knows who her attendings are and how—whose 
buttons she can push to get what she needs. And so she’ll say, “I’ll do this for you 
if you do that for me. I need this treatment bay open.” So she knows how to, I 
won’t say wheel and deal, but wheel and deal.  
 
DC01 shared an example of the recognition of one’s own limitations and willingness to 
defer to the expert when trying to conduct a literature review: “I’m not a good person 






Accountability. Participants from both samples identified the engaged nurse as 
being one who took “ownership” were problems were identified. Engaged nurses were 
perceived to be proactive when a problem was identified. They were often able to solve 
their problems autonomously and were described by one nurse leader as being committed 
to finding solutions.  
Proactive. Both direct-care nurse and nurse leaders spoke of the engaged nurse as 
someone who identified a problem and possible solutions prior to raising it to the level of 
leadership. These nurses were said to be proactive in solving problems. DC01 shared a 
story of a safety risk that they recognized and took the time to report it to hospital 
leadership so it could be corrected before patients were harmed.  
Autonomous. As shared above, a number of participants mentioned that the 
engaged nurse was often able to resolve a problem independently without the need to 
escalate the concern. NL02 believed this was a result of their ability to work more 
autonomously than lesser engaged nurses, “pulling in resources as appropriate and as 
needed.” DC06 echoed this belief when they shared a story of a family member who had 
a concern that could not be readily addressed: “So I just said, ‘Well, let me call and find 
out the process for you.… So I just called and just, you know, found out what we could 
do.” NL06 believed that the ability to solve problems autonomously was a result of the 
engaged nurses’ level of “competence and confidence.” 
Committed. Many participants shared their belief there was a difference in the 
way engaged nurses problem-solved compared to non-engaged nurses. Frequently the 
reason for this perception was cited as being because engaged nurses tried to find 





and wash their hands of them. One nurse leader participant, NL03, shared their 
perception that engaged nurses were more committed to solving problems than their 
lesser engaged peers. They said that this person “jump[s] all the way in” when a problem 
was recognized. 
Personal style. As with many of the other questions presented to the participants, 
personal style was a theme that was identified when inquiring about the ability of the 
engaged nurse to problem solve. One direct-care RN, DC05, stated that engaged nurses 
was more efficient at solving problems than lesser engaged nurses because they have a 
“wider knowledge base” and do not have to “take the time to ask somebody else.” Other 
subthemes that emerged in the responses from both participant groups included being 
inquisitive and confident. 
Inquisitive. Direct-care RNs and nurse leaders alike considered the engaged RN 
to be an inquisitive person. They viewed this as a contributing factor to their ability to 
problem solve differently than the lesser engaged nurse. DC08 said of their engaged 
colleagues: “She would ask her staff a multitude of questions trying to get to the bottom 
of what exactly the issues were.” NL05 attributed the engaged nurses’ problem solving to 
knowing more because “they want to learn.” DC01 also stated that “wanting to know 
more” about hospital operations versus “just your little workspace” was why they were 
able to problem solve more effectively than some of their colleagues. 
Confident. The engaged nurse was described by peers and nurse leaders as being 
confident. DC04 described their colleague as being optimistic when problems were 





their colleagues was not afraid of failing on their way to solving a problem. They shared 
the engaged nurses’ method as “rapid-cycle testing,” stating: 
     I think it was her belief that you could get close to really solving a problem if 
you put the energy into it and if you had people working on the problem that were 
motivated to actually come close to solving it, maybe not getting it perfectly done, 
but moving in the direction. 
 
One participant, DC05, said of engaged nurses that their way of problem solving was just 
“smoother, less stressful.”  
Overarching Themes 
Following the synthesis of themes by question and participant group, the 
researcher aggregated the responses as a whole set and identified overarching themes. 
These overarching themes were those pervasive across both participant groups and 
appeared in the responses to multiple questions, therefore relating to more than one 
aspect of the framework. They included personal style, extra-role behavior, commitment 
to patient care, and leadership. The findings related to these themes are discussed in detail 
in this section.  
Personal Style 
Personal style was identified as a primary theme in Questions 1 and 7 and a 
subtheme in Question 2. In all of the questions asked of participants, frequent references 
were made to adjectives describing the engaged nurse that could be viewed as being a 
part of their personality. DC05 shared perceptions of this by stating, “Honestly I think it, 
part of it is the personality, personality trait that might not have anything to do with 





[engagement] as a personality trait before until I started really describing it as an 
enthusiasm and as an energy.” When asked to explore these specific characteristics 
further, participants shared the belief that it was just “who they were.” DC06 stated that 
they felt it was “either just a part of you or it’s not. Nobody can teach it to you.”  
Extra-role Behavior 
Extra-role behavior was discussed in depth by participants in reference to 
Questions 1, 3, 4, 5 and 6. In Question 1, when asked to describe the engaged nurse, 
DC01 stated that this was someone who “think[s] outside the box of just being with the 
patient at the bedside.” When asked to explore the meaning of that statement further, 
DC01 gave examples of engaged nurses participating in activities beyond patient care on 
their unit and within the larger organization as committees.  
Questions 3 and 4 delved into the demand and workload experienced by engaged 
nurses and, as a result, the time they spent on their work. Extra-role workload and 
subsequent increased time invested was mentioned by almost all of the participants. 
NL01 shared this perception by stating:  
     Well, for me when I think of an engaged employee, I think of not just 
someone who is giving great care at the bedside, who’s a good co-worker, but it’s 
also somebody who wants to propel change. They want to be part of a committee. 
 
As a follow-up, Question 5 asked specifically about the activities beyond patient care in 
which the engaged nurse participated. Committees and meetings were the most frequently 







Commitment to Patient Care 
Initially, no questions were included in the interview guide specific to the 
engaged nurses’ provision of patient care. During the first interview, examples involving 
patient care were provided in response to many of the questions asked and it became 
clear that there was a perception that the engaged nurse provided a different level of 
patient care than the lesser engaged nurse. As a result, a question was asked about that of 
each of the remaining participants specifically regarding their feelings on this topic. 
DC05 reflected the majority of participants’ beliefs when stating: 
     I do. Yeah. I think that there’s more time taken, I think. And like I said, it’s not 
necessarily task-oriented. I think, they make it a more personable experience that 
they really kind of take the time to provide that patient care. And like I said, to 
like talk to the family and everything, versus the not engaged nurse is just, you 




Leadership qualities and behaviors of the engaged nurse comprised the final 
theme that was pervasive throughout the participant interviews. The engaged nurse was 
described by some as an informal leader among peers. Many examples of this person 
being a resource for peers were discussed. Nurse leaders also mentioned that the engaged 
nurses they were thinking of were often their “go-to” person when they needed help with 
something extra on the unit. NL08 stated that this was because as “leaders and other 
coworkers…you know or you perceive that you’re going to be able to count on them.” 
The engaged nurse was also described by many as being someone who willingly took on 
more formal leadership roles, such as the charge nurse role. DC09 believed that this was 






This chapter provided a review of the findings of the study. A description of the 
procedure for data collection and data analysis was also provided. Demographic data of 
the studies population were shared as was a review of the studies framework. Themes and 
subthemes of the participants’ responses were shared with examples from individual 
interviews and overarching themes derived and identified. Chapter VI next discusses the 





VI – DISCUSSION OF THE FINDINGS 
 
The intent of this research was to understand how the engaged direct-care 
Registered Nurse (RN) was perceived by peers and nurse leaders. An abundant amount of 
literature has attempted to define work or employee engagement. Numerous quantitative 
studies have been conducted over the past 3 decades to explore the antecedents and 
drivers of engagement, barriers to achieving engagement, and business outcomes of 
engagements. Of the few qualitative studies on the topic, none have explored how the 
engaged nurse is perceived by others.  
This study utilized a descriptive qualitative research approach through semi-
structured interviews to explore the perceptions of the engaged nurse by other direct-care 
RNs and nurse leaders within a single acute care hospital. Questions for the interview 
guide were derived from the five factors of Bakker’s (2011) evidence-based model of 
work engagement: resources, job demands, work engagement, job performance, and job 
crafting. The questions were designed to guide participants to share their perceptions 
regarding the attitudes and behaviors of the engaged nurse. 
The responses of 16 participants were analyzed through content analysis to 
identify themes and subthemes for each of seven questions. Those themes were further 
synthesized into four overarching themes: personal style, commitment to the patient, 
extra-role workload, and leadership. This chapter provides a discussion of the 
overarching themes and an exploration into their alignment with Bakker’s (2011) model. 







Chapter V provided an overview of the data collection and analysis process. An 
in-depth review of the findings based on participant responses to each interview question 
was provided. Themes and subthemes from each question were shared with exemplars 
and vignettes provided by participants to support the themes. The themes and subthemes 
were reviewed and synthesized into four overarching themes. The resulting overarching 
themes were personal style, extra-role behavior, commitment to the patient, and 
leadership; these are discussed in further detail in this section. 
Personal Style 
Personal style characteristics were mentioned in all of the questions asked of 
participants and were often supported by exemplars or stories highlighting a display of 
such characteristics. Personal style encompassed those personality traits that the 
participants perceived were necessary for a nurse to be viewed as engaged. These were 
qualities that were often referred to as “just who they are” and their “personality.” Bakker 
and Leiter (2010) mentioned this briefly when they stated that “work engagement reflects 
the personal energy employees bring to work” (p. 2). Adjectives used to describe the 
engaged nurse’s personal style were all positive and included many aspects of their 
behaviors and attitudes as employee and colleague, such as being productive, cheerful, 
supportive, and intelligent. This theme tied into the study’s framework, most closely 
aligning with “personal resource.”  
Although an abundance of literature is available on the drivers of engagement 





2008; Bjarnadottir, 2011; Bogaert et al., 2013; Brunetto et al., 2013; Collini et al., 2015; 
Dempsey & Reilly, 2016; Dempsey et al., 2014; Fan et al., 2016; Fiabane et al., 2013; 
Freeney & Tiernan, 2009; Gallup, 2017b; Harter et al., 2002; Kerfoot, 2007; Koppel et 
al., 2015; Kuykendall et al., 2014; Lawrence, 2011; Leiter & Maslach, 2004; Maslach & 
Leiter, 1997; Maslach et al., 2001; Othman & Nasurdin, 2013; Press Ganey, 2015; Rivera 
et al., 2011; Schaufeli et al., 2006; Wang & Liu, 2015), very few articles have delved into 
the importance of the engaged employees’ “personality” and its impact on engagement. 
Those which do point out the personal attributes of the engaged nurse do not provide 
references to support the descriptions. For example, the Gallup (2017) organization, 
which considered leaders in the employee engagement industry, described engaged 
employees as those who are “enthusiastic, energetic, and positive” (p. 67). These mirror 
some of the personal style attributes described by this study’s participants; however, there 
was no background for how Gallup established these characteristics as being inherent in 
the engaged employee. Bakker (2011) also referred to the engaged employee as 
optimistic, which was a personal style mentioned by this study’s participants. In 1990, 
before the flood of employee engagement research commenced, William Kahn conducted 
a study on personal engagement and disengagement at work. Although this study did not 
specifically explore the innate personality traits of the engaged employee, it did recognize 
that “people can use varying degrees of their selves, physically, cognitively, and 
emotionally, in the roles they perform” (p. 692).  
Contrary to the lack of existing research on the topic, the theme of innate personal 
style was one of the most frequent responses from both participant groups when 





contributor to not only the engaged nurse’s ability to be engaged but also to remain 
engaged. Kerfoot (2007) pointed out that “engaged people are those who operate from 
their strengths” (p. 452). One such characteristic was the ability of the engaged nurse to 
build relationships easily with their peers and patients. The engaged nurse was described 
as being caring, compassionate, cheerful, easy to talk to, and fun, as well as considered to 
be approachable, supportive, and reliable. 
Another personal style attribute was related to the intelligence of the engaged 
nurse. There was a perception among study participants that they had a robust knowledge 
base and were skilled clinicians and inquisitive. Bakker and Leiter (2010) posited that 
many models of engagement recognize that the employees’ inherent skills and abilities 
act as resources and aid them in their work roles. The participants perceived that the 
inquisitiveness of the engaged nurse often led them to pursue continuing education or 
professional development opportunities such as advanced degrees or professional 
certifications. The engaged nurse was also often described as being a clinical resource for 
their peers as a result of their advanced knowledge and skillset.  
Productivity was a third personal style that was frequently described by 
participants. These nurses were perceived to be energetic, ambitious, motivated, and 
driven. These beliefs aligned with Gallup’s (2017) definition of the engaged employee: 
“highly involved in and enthusiastic about their work and workplace. They are 
psychological ‘owners,’ drive performance and innovation, and move the organization 
forward” (p. 63). These characteristics often led them to volunteer for extra-role activities 
within their unit and be involved in hospital-wide initiatives to improve patient outcomes. 





allowed them to support their colleagues and the organization without burning 
themselves out. An earlier version of the model selected as the framework for the study, 
the Job Demands-Resources model of engagement, proposes that this is a result of the 
employees’ enthusiasm and energy level contributing to their engagement, despite the 
demands of their work. Bakker and Demerouti (2008) stated that “Engaged employees 
are no supermen—they do feel tired after a long day of hard work. However, they 
describe their tiredness as a rather please state because it is associated with positive 
accomplishments” (p. 210). 
Lastly, the engaged nurses had a personal style described by their peers and 
supervisors as confident. This confidence spanned not only their clinical care, but their 
involvement in extra-role activities, relationships with colleagues, and ability to problem 
solve. The engaged nurse was described as being able to remain calm, even during 
stressful situations. Confidence afforded the engaged nurses autonomy in their role that 
was not perceived to be demonstrated by other, less engaged nurses. It was also shared by 
more than one participant that this confidence allowed the engaged nurse to try solutions 
to problems without the paralyzing fear of failure felt by some others.  
Extra-Role Behavior 
Questions 3, 4, and 5 were related to the participants’ perception of the demands 
and workload endured by the engaged nurse. Many of the studies aimed at identifying 
barriers to engagement referenced job demands such as workload and work-related stress 
(AACN, 2014; Bacon & Mark, 2009; Bogaert, Wouters, Willems, Mondelaers, Clarke, 





among the first to identify the potential positive impact of high work demands on the 
engaged employee. Bakker’s (2011) evidence-based model of work engagement 
continues to include this theory in the study’s framework. Bakker believed that high job 
demands cause the engaged employees to rely more on their available resources, which 
further improved job performance.  
The majority of study participants agreed that the engaged nurse did experience 
more job-related demands than other nurses. “Going above and beyond” was a reflection 
used by multiple participants to describe the engaged nurse. This is an important concept 
to explore, as the Nursing Executive Center (2014) defined an engaged employees as 
individuals who are inspired to “do their best work, feel personally motivated to help 
their larger organization succeed, and are willing to exceed the expected level of effort” 
(p. 12). This question was aimed at understanding what the participants’ perceptions of 
those activities were, if any. When asked to provide examples of ways these nurses went 
above and beyond, participants described a wide range of activities. These included 
leading or participating in committees and meetings, project work, and education-related 
activities, and organizing social events.  
Each of the examples given were activities that the engaged nurse did in addition 
to their regularly scheduled patient care shifts. Question 5 specifically asked about these 
extra-role activities and behaviors. Both participant groups agreed that the physical 
demands largely involved additional time spent at and on work doing extra-role work. 
Although Bakker’s (2011) evidence-based model of work engagement did not mention 
extra-role work, this concept was referenced in his earlier models as an outcome of 





defined engagement as having a component of “extra-role behavior.” They agreed that 
being engaged at work does support this extra work, but they did not believe that it was a 
requirement to be engaged. This belief was echoed by a small portion of the direct-care 
and nurse leader participants. The majority, however, spoke of the engaged nurses they 
were thinking of as individuals who participated in activities beyond their patient care 
role.  
The extra-role behaviors of the engaged nurse shared by study participants could 
be said to fit into Bakker’s (2011) model at any stage of the feedback loop. Examples of 
these extra-role behaviors were shared in response to each of the questions by at least one 
participant. Participation in hospital-wide committees was described by some participants 
as being a resource for the engaged nurses, as it allowed them to network and build 
relationships with hospital staff and departments with whom they otherwise might not 
have had an opportunity to work. These relationships were perceived to be a benefit to 
the engaged nurses when they encountered problems or issues that could not be resolved 
within the unit. Some participants described the extra-role work as placing additional 
demands on the engaged nurse. Often, there was a shared perception that the engaged 
nurses had to “make the time” to contribute to these activities by coming in on their days 
off or working while at home.  
Their contributions to the range of extra-role activities was often what gave the 
participants the perception that the engaged nurses were in fact engaged. This allowed 
this theme to fit within the work engagement component of Bakker’s (2011) model. It 
could also fit into the job performance element, as these activities are the essence of the 





Lastly, their contributions to the committees and projects that make up this extra-role 
behavior were noted by some participants to be the reason they did it at the end of the 
day. One participant stated that “energy begets energy.” This perception aligned closely 
with the concept of job crafting, which closes the loop in Bakker’s model.  
Commitment to Patient-centered Care 
When prompted by an additional question added to the interview guide during the 
first interview, regarding the provision of patient care by the engaged nurse, the majority 
of the participants also agreed that this nurse provided a different type of patient care. 
Some participants stated that they perceived the care provided by engaged nurses to be a 
higher quality of clinical care, whereas others stated it was clinically similar to that of a 
lesser engaged nurse but on a more personal level of care. There are many quantitative 
studies in the literature on the outcomes of employee engagement specific to patient care 
(Bacon & Mark, 2009; Bargagliotti, 2011; Blizzard, 2005; Bogaert et al., 2013; Dempsey 
& Reilly, 2015; Dempsey et al., 2014; Gallup, 2017; NEC, 2014). Dempsey and Reilly 
(2015) posited that the patients’ healthcare experience and clinical outcomes are 
positively impacted by nurse engagement. More than one participant stated that they felt 
the patient could perceive a difference in the type of care provided by the engaged nurse, 
compared to the less or non-engaged nurse. 
Blizzard (2005) went further to identify some specific clinical outcomes impacted 
by nurse engagement as decreased mortality and hospital-acquired conditions, such as 
falls and pressure ulcers. This is especially important at an institutional level in today’s 





clinical quality and patient experience metrics (Aroh, Colella, Douglas, & Eddings, 2015; 
Brooks, 2014; Press Ganey, 2015; U.S. Department of Health and Human Services, 
2016). The majority of participants agreed that engaged nurses were aware of their 
impact on the organization’s mission, but some verbalized that this was not the primary 
purpose of their engagement or work. Multiple respondents perceived that “at the end of 
the day,” engaged nurses did what they did for the benefit of the patient, and any positive 
institutional outcomes beyond that were secondary. 
The type of care provided to the patients was perceived by the participants to 
place additional demands on the engaged nurse at times. Many participants perceived that 
the care given by the engaged nurse was more attentive, compassionate, and holistic. 
Bakker and Leiter (2010) shed some light on why this may be by stating, “The energy 
and focus inherent in work engagement allow employees to bring their full potential to 
the job. This energetic focus enhances the quality of their core work responsibilities”  
(p. 3). Dempsey et al. (2014) believed that this phenomenon may be related to nurses’ 
inherent desire to help people. Examples of this included stories about the nurse leaving 
the unit to get something particular that the patient wanted from the gift shop or preparing 
a special homemade meal that the patient had been craving. 
Other participants stated that it did not take anything extra to give the quality of 
care that the engaged nurse provided, as they did the same things other nurses did; they 
were just more perceptive about the patients’ needs and sincere about their care delivery. 
Participants told stories of these nurses “really getting to know their patients,” which they 





being able to multitask so they could display these caring and compassionate behaviors 
while completing other required care activities such as bathing or turning a patient.  
Two participants described the job-crafting component of the framework while 
describing the engaged nurses’ ability to provide a higher level of care. These participants 
perceived that the engaged nurse inherently cared so much about people that being able to 
help them contributed back to their own feelings of self-worth. This was thought to allow 
the engaged nurse to continue to be motivated to provide this level of care without 
feelings of exhaustion.  
Leadership 
Possessing and displaying leadership characteristics and behaviors was the fourth 
and final overarching theme identified when synthesizing the aggregate responses from 
study participants. This theme was also pervasive across both participant groups and the 
traits that exemplified this theme were included in the responses to many of the 
questions. Leadership is a topic that is often discussed in the literature related to 
employee engagement. The access to, effectiveness of, and support and feedback from 
leadership are considered to be significant contributors to engagement (Bailey & Cardin, 
2018; Bogaert et al., 2012; de Lange et al., 2008; Gallup, 2017; NEC, 2014; Othman & 
Nasurdin, 2013). Kerfoot (2007) discussed the importance of engaged leadership to drive 
staff engagement. There are, however, no scholarly articles to date regarding leadership 
as an outcome of engagement. 
Some participants described the engaged nurse as someone who had innate 





their engagement. These nurses were described as being confident, ambitious, dedicated, 
and innovative. There was also a perception that engaged nurses took “ownership” of 
things, leading them to be viewed as informal leaders on their units. Participants also 
described the engaged nurse as being charismatic and, as a result, having the ability to 
sometimes get even the least engaged nurses to participate in performance improvement 
activities. These leadership qualities made them the “go-to” person for both their peers 
and supervisors. Many of the nurse leaders stated they often had to remind themselves 
not to consistently ask their engaged nurses to do too much because they perceived that 
they would never say no.  
In a more formal capacity, some participants shared that the engaged nurses they 
called to mind often acted as charge nurses on the unit. It was stated by one direct-care 
RN participant that not all charge nurses were engaged and not all engaged nurses took 
the charge position, but when they did, the difference could be felt by everyone on the 
unit. In the charge role, engaged nurses were more interactive and supportive of their 
team members. Bargagliotti (2011) noted this benefit by stating that “the outcome of 
nurses’ work engagement are higher levels of personal initiative that are contagious…” 
(p. 1414). The engaged nurse was described as being collaborative and able to foster 
teamwork. In addition to charge nurse, engaged nurses were noted to frequently offer to 
precept or orient new nurses. Literature related to engagement reflected the importance of 
mentoring on employee retention and increased engagement of the mentee (Dempsey et 
al., 2014). 
As the engaged nurse was portrayed by multiple participants as both an informal 





employee engagement. Further research is warranted on this topic to determine if these 
qualities are perceived in other lesser engaged nurses as well, or if this is a phenomenon 
strongly correlated with engagement. 
Discussion of the Findings 
The intent of this study was to explore the attitudes and behaviors of engaged 
nurses from the perspective of their peers and nurse leaders. There were two goals of the 
study. The first was to understand what are the behaviors and attitudes of the engaged 
nurse. The second goal of the study was to explore whether there were differences in the 
way the engaged nurse was perceived by other direct-care RNs compared to nurse 
leaders. This section aims to answer these two questions based on the researcher’s 
interpretation of the findings. 
The vast majority of the literature available has discussed the drivers of, barriers 
to, and outcomes of employee engagement. Studies involving the antecedents or drivers 
of employee engagement are most often primarily organization-based. The work 
environment is frequently cited in the literature as being the most important driver of 
employee engagement (Andiaenssens et al., 2015; Bakker et al., 2008; Bogaert et al., 
2013; Fan et al., 2016; Fiabane et al., 2013; Gallup, 2017b; Harter et al., 2002; Kerfoot, 
2007; Koppel et al., 2015; Leiter & Maslach, 2004; Maslach et al., 2001; Rivera et al., 
2011; Simpson, 2009; Wang & Liu, 2015). The work environment can encompass a 
variety of drivers of engagement, depending on the study. Those most often cited include 
access to materials and resources, autonomy, and workload. Other drivers of engagement 





within the same organization include peer and supervisor relationships, and opportunities 
for career growth and development (Andiaenssens et al., 2015; Bjarnadottir, 2011; 
Bogaert et al., 2013; Brunetto et al., 2013; Fiabane et al., 2013; Freeney & Tiernan, 2009; 
2017b; Harter et al., 2002; Kerfoot, 2007; Maslach et al., 2001; Wang & Liu, 2015). 
Having begun a career as a bedside nurse and advancing through the various 
levels of leadership in less than a decade, this researcher often wondered why there was 
such a significant disparity in the levels of engagement of nurses within an organization. 
Despite the literature supporting the work environment as a driver to employee 
engagement, only 33% of nurses in the United States are considered to be engaged 
(Nursing Executive Center, 2014). This begs the question of how one-third of the nurses 
in a hospital are engaged while working side by side in the same work environment as the 
other two-thirds who are not engaged. Following the interviews and analysis of the data 
obtained, it became clear to this researcher that the one-third of engaged nurses are 
bringing something to work with them that the other nurses do not possess—a personal 
style that is perceived to be inherent in the engaged nurse.  
Study participants shared stories and examples of how the engaged nurses acted 
differently, took care of their patients differently, and problem solved differently than 
other nurses. Despite the same access to resources, under the burden of additional 
demands with no more time, engaged nurses were perceived to be able to be more 
involved, build stronger relationships, provide a higher quality of care, and problem solve 
more effectively than their less engaged peers. When prompted why they thought that 
was the case, time and time again, participants responded with “it’s just who they are” or 





Participants’ responses to the questions included in the interview guide strongly 
supported Bakker’s (2011) model of work engagement. There was agreement among the 
participants that the engaged employee utilized job and personal resources when faced 
with job demands to feed their engagement and drive job performance. Multiple 
participants even acknowledged with no prompting or questions specific to job crafting 
that their level of performance contributed back to their sense of fulfillment, thereby 
providing additional resources to the cycle. However, in addition to these components, 
the personal attributes of the engaged nurse were the most frequently discussed and 
perceived to be the most significantly meaningful driver of engagement to the study 
participants. This finding highlights the need for additional research on the personal style 
of an employee and its impact on the employee’s level of engagement, regardless of other 
more consistent and widely recognized drivers, such as the work environment.  
The second aim of the study was to understand the similarities and differences of 
the perceptions of the engaged nurse between other direct-care RNs and nurse leaders. 
This was an important question to ask because healthcare organizations have struggled to 
move the needle on employee engagement scores (Nurse Executive Center, 2014). This 
researcher considered that a possible reason for this was the Rashomon effect, which is 
described as a phenomenon in which different people have different perspectives of the 
same event (Davis et al., 2015). If there was a lack of consistency in what the direct-care 
RNs thought constituted engagement and what the nurse leader expected from their 
engaged employees, this might explain why organizations felt their employees were not 
engaged enough. The findings of this study demonstrated that there was in fact strong 





like.” Very few attitudes and behaviors were considered to be indicative of engagement 
among one group that were not shared by the other. 
The two most meaningful differences included institutional loyalty and response 
to stressful situations. Nurse leaders perceived the engaged nurses to be loyal to the 
organization. They were said to be individuals who were willing to “stick it out” even 
when things were not going well for their clinical area or the hospital at large. None of 
the direct-care RN participants mentioned loyalty in any of their responses. Conversely, 
more than one direct-care RN told stories of the engaged nurses as individuals who 
“never lost their cool.” Despite the perception that the engaged nurse absorbed additional 
workload and was often leaned on by their peers and supervisors as a resource, the 
engaged nurse was said to rarely say no to helping anyone. Their behaviors remained 
consistent regardless of the situation and they were able to manage stressful events, such 
as codes, without appearing to be stressed out. Bakker et al. (2008) posited that this is a 
result of the connection that engaged employees feel to their work. Rather than 
perceiving it to be “stressful and demanding, they look upon their work as challenging” 
(p. 188).  
The consistency among the majority of the other attitudes and behaviors 
perceived to demonstrate engagement by the two sample populations contradicts the 
researcher’s thought that the Rashomon effect could explain the failure to increase 
employee engagement among nurses. This finding further supports the need for 
additional research in this area to better understand why a portion of the nurses working 





Limitations to the Study 
Participants for this research study were all employed by the same organization. 
This was an intentional design of the study in an effort to ensure that there was no 
variation in the organizational culture to which the participants were exposed in their 
roles. Despite this, it could be viewed as a limitation to the study as it may limit 
generalizability to other organizations that define or operationalize engagement 
differently. Another potential limitation was related to the sample size. Although the 
researcher utilized the principle of data saturation to ensure that the sample size was 
adequate for the study, the small number of participants may make replication of the 
findings difficult. The last possible limitation related to the studies sample was the 
limited variability among the roles of nurse leader participants. Only one participant in 
this ample group was in a Patient Care Manager role. This role is the level of leadership 
that works most closely with the direct-care RNs in the organization where the study was 
conducted. All other nurse leaders were at the Director level or higher, which may have 
limited their ability to recall and describe accurately recent encounters with direct-care 
RNs. 
Introduction of researcher bias is another possible limitation to this study. The 
researcher made every effort to reduce the risk of this by utilizing a consistent interview 
guide with each participant and allowing sufficient time for the participants to respond to 
questions. In addition, detailed notes were taken during each of the interviews to be 
reviewed when listening to the audiotapes while evaluating the accuracy of the 





the risk of researcher bias because of the low level of inference associated with the 
analysis of the data (Sandelowski, 2000, 2010). However, given that the researcher 
currently works within the institution used as the study site, some participants in the 
study were previously known to the researcher. None of the participants worked within 
the same functional unit or organizational reporting structure as the researcher and none 
reported directly to the researcher. All study participants were volunteers and were felt to 
be comfortable speaking freely on the topic during the interview.  
Strengths of the Study 
The sampling of participants was a strength of this study. Although the snowball 
sampling method was considered a recruitment strategy, none of the participants knew or 
were referred by other participants. All participants heard about the study either via 
email, the nursing social media website, or a flyer distributed on their unit. Participants in 
this study worked in various clinical specialty units. No two participants worked within 
the same specialty area or cared for the same patient population. This can be seen as a 
strength to the study as the interviews captured potentially different perspectives.  
The range of licensure as RN and employment with the organization among the 
participants of this study was widespread. This variation may also contribute to the 
generalizability of the findings. Although it was discussed as a limitation, the fact that all 
of the study participants were employed by a single organization may also be viewed as a 
strength of the study. This factor ensured that each of the participants was responding to 
the questions about their perception of engagement within a consistent context of 





understand if different organizational cultures regarding employee engagement produce 
different experiences.  
Nursing Implications 
As the association between employee engagement and positive business outcomes 
has been increasingly demonstrated in the literature over the past 30 years, more 
organizations are beginning to understand its importance (Blizzard, 2005; Bogaert et al., 
2013; Dempsey & Reilly, 2015; Gallup, 2017; Harter et al., 2002; Kuykendall et al., 
2014; Leiter & Maslach, 2004; Maslach & Leiter, 1997; McCaughey et al., 2014). Its 
value has only begun to be recognized in healthcare within the most recent decade. 
Despite the recognized importance of increased employee engagement, hospitals have 
struggled to improve their score. According to the Nursing Executive Center (2014), 
nurses remain among the lowest percentage of engaged and also the highest percentage of 
disengaged healthcare workers. 
Nursing Practice 
The Gallup (2017) organization, leaders in employee engagement, have published 
data which demonstrated the impact that even small increases in employee engagement 
can have on retention, profitability, productivity, quality, and patient safety 
improvements. The findings of this study confirmed that there is alignment among direct-
care RNs and nurse leaders regarding the attitudes and behaviors of the engaged nurse. 
Many of the findings pointed to the personal style or personality attributes of engaged 





identification of these personal style characteristics has the potential to assist hospitals to 
consider selected style as they recruit nurses. However, the question remains: are these 
attributes inherent in nurses who are engaged in their practice, do they develop over time, 
or can they in fact be taught? 
If organizations are able to identify predictors of employees that are more likely 
to become engaged, they should also benefit from improved employee retention. Bakker 
and Leiter (2010) posited that “continuance commitment” (p. 12), or the employees’ wish 
to remain working for the institution, is an outcome of engagement. Increasing the 
number of engaged nurses working for an organization will allow them to drive 
performance improvement efforts more successfully and at a faster pace (Bargagliotti, 
2011; Dempsey & Reilly, 2015; Kuykendall et al., 2014). Press Ganey (2015) stated that, 
“As key players on the front lines of health care delivery, nurse play a critical role in 
providing care, coordinating care, preventing adverse events, and optimizing patient 
outcomes” (n.p.). In healthcare, this is heavily geared towards patient safety, quality, and 
experience metrics. Engaged nurses were identified by study participants as those who 
often volunteered for and actively participated in extra-role activities. Organizations will 
significantly capitalize on the productivity of the nurses’ willingness to participate in 
extra-role activities and the output produced as a result.  
Additionally, the ability to recognize more easily nurses who are or have the 
potential to become readily engaged may provide opportunities for an organization to 
succession-plan more proactively for upcoming or available leadership positions. 
Successfully partnering engaged nurses with new, or even more tenured but less engaged, 





2011). Kerfoot (2007) stated that “engagement is contagious. As leaders model 
engagement and connection, the staff will follow” (p. 452). Given this, it stands to reason 
that if healthcare facilities are able to identify engaged nurses with leadership abilities 
and promote them, they will benefit from increased engagement of the team those 
engaged nurses manage.  
Nursing Education 
The identification and development of future nurses who will be engaged should 
begin with the nursing faculty responsible for their education. By understanding the 
personal style of the engaged nurse, educators will be better positioned to encourage the 
development of such characteristics. Students should be aware of the importance of 
employee engagement on their future productivity and the downstream impact that this 
could have on their organization and, ultimately, the patients for which they are charged 
with providing care. Graduate-level programs are poised to foster the leadership qualities 
inherent in the engaged nurse. The findings from this study may be shared with future 
leaders in an effort to prepare them to identify the engaged nurse within their teams and 
mentor further generations of future leaders.  
Nursing Research 
This study explored an area of employee engagement that had been informally 
recognized as existing but not been previously studied. Despite the appreciation that 
people’s inherent characteristics played a role in their engagement, no research has been 
conducted to explore what these were and the effect they had on the individual 





the future possibilities for research in this area. Future studies of both quantitative and 
qualitative design are required to understand this phenomenon fully. A quantitative 
analysis of personality traits and their correlation with engagement would likely be a 
valuable follow-up to this study. Further, it is important to understand if the traits of an 
engaged nurse can be developed as well as how this development should be designed.  
Many of the direct-care RNs interviewed for this study self-identified as engaged. 
A follow-up study to explore this concept would be beneficial to further understand if 
non-engaged RNs also consider themselves to be engaged. Additionally, several 
participants shared a belief during the interviews for this study regarding the possibility 
that there may be “levels” of engagement within nursing. The idea of level of 
engagement was specifically related to those nurses who participate in extra-role 
activities and those that do not but still provide excellent patient care. Although this 
discussion was beyond the scope of this study, there is a need to explore this 
recommendation further. 
Summary 
This chapter provided a discussion of the findings. A summary of the themes 
identified in Chapter V was presented, including a discussion of how they fit into the 
framework utilized to design the study. Overarching themes identified from the aggregate 
data regarding the perceptions of the attitudes and behaviors of the engaged nurse were 
shared. A new theory regarding the importance of the engaged nurse’s personal style of 





Potential limitations and strengths of the study were reviewed and future implications 
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Direct-care RN Interview Guide 
 
 
1. When you think of a colleague who you consider to be engaged, what does that 
person look like? 
 
Job Resources  
 
2. Tell me about the resources that an engaged colleague has that perhaps those less 




3. Can you think of any job-related demands that your engaged colleague 
experiences, or conversely, doesn’t have? 
 
a. How does your engaged colleague respond differently to job demands 
when compared to less engaged peers? 
 
4. Describe your engaged colleagues work load compared to that of less engaged 
colleagues? 
 
b. How does the amount of time your engaged colleague spends at work 




5. Tell me about the activities that your engaged colleague participates in beyond 









7. Can you give me an example of a way that your engaged colleague creatively 









Nurse Leader Interview Guide 
 
 
1. When you think of an employee who you consider to be engaged, what does that 
person look like? 
 
Job Resources  
 
2. Tell me about the resources that an engaged employee has that perhaps those less 
engaged employees do not. 
 
Job Demands  
 
3. Can you think of any job-related demands that your engaged employee 
experiences, or conversely, doesn’t have? 
 
a. How does your engaged employee respond differently to job demands 
when compared to less engaged peers? 
 
4. Describe your engaged employee’s work load compared to that of less engaged 
employees? 
 
a. How does the amount of time your engaged employee spends at work 




5. Tell me about the activities that your engaged employee participates in beyond 









7. Can you give me an example of a way that your engaged employee creatively 



































































































































































DC01 40 BSN Staff RN 10 10 ONC 61 F 
DC04 39 BSN, MPH Staff RN 7 28 CNOR 61 F 
DC03 6 BSN Staff RN 3 6 N/A 34 F 
DC05 4.5 ADN Staff RN 4.5 5.5 CCRN 31 F 
DC09 14 BSN Staff RN 1 1 N/A 44 M 
DC06 20 BSN Staff RN 20 23 N/A 46 F 
DC07 6 BSN Staff RN 5 6 N/A 47 F 
DC08 40 MSN Staff RN 12 12 N/A 61 F 
Nurse Leaders 
NL01 21 MSN ADON 2 21 CNML 47 F 
NL02 9.5 MSN PCM 4 12 CCRN 32 M 
NL04 17 DNP DON 1.5 17 N/A 38 F 
NL03 33 MSN DON 2 18 NEA-BC 56 F 
NL05 21 DNP DON 2 2 NEA-BC 44 F 
NL06 42 MSN DON 20 20 CHCR 64 F 
NL07 40 DNP Sr. DON 20 23 NEA-BC N/A F 












1. Years since receiving RN licensure: __________ 
 
 
2. Highest level of Education related to Profession: 
□ Associate’s Degree 
□ Bachelor’s Degree  
□ Master’s Degree (specify specialty): _________________________________ 
□ Doctoral Degree (specify specialty): _________________________________ 
 
 
3. Current position title: ______________________________________________ 
 
 
4. Years in Current Position: __________ 
 
 
5. Years with [organizations name]: __________ 
 
 
6. Current Professional Certification(s): _________________________________ 
 
 
7. Age: __________ 
 
 
8. Gender: □ Male □ Female □ Other □ Prefer not to Answer 
 
 
